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TWO-YEAR 
NURSING PROGRAMS — PREPARATION AND REALITY — SOCIAL SERVICE — 


1. A Junior College Pilot Study 1. Operation Disaster—a picture story | A Necessity or 
2. A Hospital School Experiment 2. Reality of Disaster Comes to Maryland a Luxury? 
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a broad 
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Peele reports on a series of 264 patients,' 
observed over a two-year period, who 
were treated with Adrenosem Salicylate. 
249 were surgical patients, 15 were 
medical cases, 

He states: “Adrenosem is therefore 
specific for conditions characterized by 
capillary permeability. It checks bleeding 
from a broad capillary bed by causing a 
correction of excessive permeability and 
an increase in capillary resistance. 

“No untoward effect of any type was 
noted in the Adrenosem-treated group.” , 


SALICYLATE 


(Brand of carbazochrome salicylate, 


Indicated preoperatively and postoper- 
atively to control bleeding associated 
with: 


Tonsillectomy, adenoidectomy and 

nasopharynx surgery 

Prostatic and bladder surgery 

Dental surgery 

Chest surgery and chronic pulmonary 

bleeding 

Uterine bleeding and postpartum 

hemorrhage 

Also: Idiopathic purpura, retinal 
hemorrhage, familial telangi- 
ectasia, epistaxis, hematuria 

Supplied in ampuls, oral tablets and 

syrup. 


1. Peele, 1.C.: A.M.A. Arch. Oto 
laryng. 6/:450 (April, 1955). 


Send for detailed literature 


THE S. E. MASSENGILL COMPANY § 


Bristol, Tennessee 
New York Kansas City San Francisco 


US. Patent 2,581,850 
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mr. motion pictures. 
Wp color, both.color and sound, 

Loaned without chafge to-accredited medical institutions. 
Sample subjects: “Enzyme Therapy with VARIDASE®, . . 
~~ “A New Apptoach to Carbonic Anhydrase Inhibition”. . . 
Sitaiiest Poe’)... and manf.others, 


Another Lederle service available 
lo you through your Lederle Representative 
Ask birn for of Lpllerle’s brochure which 


lists the films available, describes each briefly, 
and provides other, pertinent information. Or writer 


a 
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BASIC IN HYPERTENSION 


SANDRIL 


(Reserpine, Lilly) 


‘Sandril' offers sustained, 
gradual reduction of 
elevated blood pressure, 
mental relaxation and 
alleviation of apprehension. 
In severe, fixed hyperten- 
Sion, it ideally supplements 
more potent hypotensors, 
such as 'Provell Maleate’ 
(Protoveratrine A and B 
Maleates, Lilly). 


In tablets of 0.1, 0.25, 1, 
and 5 mg.; elixir, 0.25 mg. 
per 5 cc.; ampoules, 2.5 


mg. per cc. 


WIDELY USED DIGITALIS 


CRYSTODIGIN 


(Crystaitine Digitoxin, Lilly) 


'Crystodigin' fulfills the 
important requirements of a 
preferred digitalis. It is a 
Crystalline-—pure, uniformly 
potent single glycoside and 
is completely absorbed in 
the gastro-intestinal tract. 


Supplied as tablets of 0.05, 
bottles of 100. Also, 
solution, 0.2 mg. per cc., 
in l-cc. and 10-cc. 
ampoules. 


RESERPINE THERAPY WITHOUT 
NASAL CONGESTION 


SANDRIL c PYRONIL 


(Reserpine, Lilly) (Pyrrobutamine, Lilly) 


This combination produces 
all the benefits of 
reserpine without causing 
the unpleasant nasal conges- 
tion encountered in about 50 
percent of patients receiv- 
ing reserpine alone. 


Supplied as tablets provid- 
ing 0.25 mg. ‘Sandril' plus 
7.5 mg. ‘Pyronil,’ in 
bottles of 100. 


VALUABLE IN PERIPHERAL 
VASCULAR DISEASE 


PAVERIL 
PHOSPHATE 


(Dioxyline Phosphate, Lilly) 


'Paveril Phosphate' acts 
directly on smooth muscle 
to relieve vasospasm and 
induce local vasodilation. 
This increases blood flow 
and permits more rapid 
rehabilitation of the limb. 


Supplied as tablets of 1 1/2 
and 3 grs., in bottles of 
100. 
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Burroughs Sensimatic Accounting 
Machines, combined with the columnar 
method of distribution of charges, handle 
patient accounting records with time, 
work and money savings you can chart 
immediately. 

With this accounting plan, all charges 
are automatically indicated under the 
proper heading on the statement. Then, at 
the end of the accounting period, totals 
can be obtained by a simple turn of a knob 
and a press of the motor bar. 

A duplicate copy serves as a report to 
Blue Cross with all information recorded 
according to their requirements. Amounts 
due from Blue Cross and from the patients 
are readily determined. 

The Burroughs Sensimatic can be easily 
changed to perform other hospital account- 
ing jobs as well by a simple turn of the job 
selector knob. For a demonstration call 
our nearest branch office. Burroughs 
Corporation, Detroit 32, Michigan. 


“SENGIMATIC™ ARE 
TRADE MARKS 


BURROUGHS 


SENSIMATIC 
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the pmotein aupplement tor debilitated, bed -nitlden, 
that meets he 


PROTINAL — the protein-carbohydrate 
mixture of highest biologic value. It is not 
only palatable but delicious. 


PROTINAL — contains 61.25% micropul- 
verized protein including all the essential 
amino acids plus 30% carbohydrate to spare 
protein for tissue growth and repair. 


PROTINAL — contains only 0.1% fat and 
0.03% sodium. 100% digestible intact, not 
hydrolyzed, protein. 


PROTINAL — administration — raises the 
level of nitrogen balance for these conditions 
with a negative balance in hospitalized 
patients: infectious diseases; fractures; severe 
burns; severe liver diseases; decubitus ulcers; 
chronic disorders; and for pre- and post-opera- 
tive build-up. 


AVAILABLE: In vanilla and chocolate 
flavors 


In 8 oz., 1 Ib. and 5 Ib. bottles and in 
25 lb. containers. 


NATIONAL 


When vitamins and minerals are required with 
protein therapy — prescribe 


VI-PROTINAL 


Delicious, readily digestible and effective 
whole protein-carbohydrate-vitamin-mineral 
preparation of superior nutritional value. 


AVAILABLE: 8 oz. and 1 Ib. bottles. 


DOSAGE: Thirty grams (2 tablespoonfuls) 4 times daily or 
as required, Protinal and Vi-Protinal powder mix readily with 
water, milk, and other beverages. It may also be incorporated 
in desserts, cereals, cakes, cookies or waffle batter, puddings, 


gelatins and eggnogs. 


For a therapeutic agent to be of value to the patient, it must 
not only be prescri but also taken. Protinal is delicious. 


The film “CLINICAL ENZYMOLOGY” is now available 
for showing at hospital meetings upon request, 


A RCH 


THE NATIONAL DRUG COM PAN WV 
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_| association mecings 


AS SOOM AS HOTICE OF YOUR MEETING AT WHICH 
ABE ELECTED, SHOULO BE MAILED TO DEPT. AH. 16 DIVISION. CHICAGO 16 


AMERICAN HOSPITAL ASSOCIATION 
17-20; Chi- 


OTHER MEETINGS 
(THROUGH FEBRUARY 1957) 


cago (Paimer House) 
Midyear Conference for Presidents and Sec- 

retaries of Stote Hospital Associations — 

February 4-5; Chicago (Paimer House) 


Annual Conference of Bive Cross Plans—April 
8-12; Hollywood Beach, Filia. (Hollywood 
Beach Hotel) 


| 
This ishow Ife \ | 
mornings 
before I 
discovered... 


\/ Now...we have Sterilwraps! 

| Monday and everyday my work 
j \ goes faster and smoother! 

\ 


Safe, Re-usable, Economical Wrappers 
The Nurse’s Choice for Hospital Efficienoy 


crepe 
STERN RAPS ore fer wrapping wide Won't stiffen oft crack, easy to 
of gett tur 
way 


Or ermage bets 


sleritity reteation 


Send today for your FREE SAMPLE 
KIT, 


| TEST folder and price list. You 
owe it to yourself and your hospital 
to use the wrappers that save time, 
space, money and work. 


‘MEINECKE & COMPANY 


Serving The Hospitals Of America For More Than Siaty Years 


Test Sterilwraps, yourself 


@ 736 £. Washington Bivd., Les Angeles 21, Calif. 
@ 701 College %., Columbia, $. C. 


225 Varick St., New York 14 
2615 Main %., Dallas 1, Texas 


Catholic Hospital Association—May 21-24; 
Milwovkee (Public Auditorium) 


REGIONAL MEETINGS 
(THROUGH FEBRUARY 1957) 


Association of Western Hospitals—Apri!l 23- 
26; Seattle (Olympic Hotel) 

Carolinas-Virginias Hospital Conference—Apri! 
12-13; Roanoke (Hote! Roanoke) 

Marylond-District of Columbio-Delawore Hos. 
pital Association——-October 31, November 
1-2; Washington, D. C. (Shoreham Hotel) 

Middle Atlantic Hospital Assembly——Moy 16- 
18; Atlantic City (Convention Hall) 

Mid-West Hospital Association—April 25-27; 
Kansas City, Mo. (Hotel President) 

New England Hospito! Assembly—March 26- 
28; Boston (Statler Hotel) 

Southeastern Hospital Conference——April 18- 
20; Miami Beach 
Tri-State Hospital Assembly—April 30-May 3; 

Chicago (Paimer House) 
Upper Midwest Hospital Conference—May 23. 
25; Minneapolis (Auditorium) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH AUGUST 1956) 


lowa Hospitel Association—April 
Moines (Hotel Sovoy) 

Kentucky Hospital Association—April 3-5; Lex. 
ington (Hotel Phoenix) 

Lovisiana Hospite!l Associction—May 24.25; 
New Orleans (Jung Hotel) 

Massachusetts Hospital Association—May 10; 
Boston (Statler Hotel) 

New Jersey Hospital Association—May 16; 
Atlantic City (Convention Hall) 

New Mexico Hospital Association—March 12. 
14; Albuquerque (Hilton Hotel) 

Hospito!l Association of New York Stote— 
May 16-18; Atlantic City (Hotel Claridge) 

North Dakota Hospital Association—April 24- 
25; Bismarck (Grand Pacific Hotel) 

Ohio Hospital Association—aApril 9-12; Co- 
lumbus (Deshier-Hilton Hotel) 

Hospital Association of Pennsylvanio——May 
16-18; Atlantic City (Convention Holl) 

Tennessee Hospital Associotion—June 14-16; 
Memphis (Claridge Hotel) 

Texas Hospital Association—April 3-5; Dalias 
(Statier-Hilton Hotel) 

Wisconsin Hospital Association—March 15; 
Milwaukee (Hote! Schroeder) 


AHA INSTITUTES 
(THROUGH AUGUST 1956) 


Medical Record Library Personne! institute 
March 12-16; Solt Lake City (Utoh Hotel) 
Dietary Department Administration Institute 
March 12-16; Chapel Hill, North Corolina 

(Carolina inn) 

Central Service Administration institute 
March 26-29; Buffalo (Statler Hotel) 

Hospital Engineering Institute—April 2-6; At- 
lanta (Henry Grady Hotel) 

Operating Room Administration § Institute— 
April 9-12; Nashville (Dinkler-Andrew Jock. 
son Hotel) 

Medical Social Workers Institute—April 9-13; 
Chicago (Congress Hotel) 

institute on Insurance for Hospitols—Apri!l 23. 
24; Konsos City, Missouri (Hotel President) 

(Continued on page 92) 
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FOR BETTER PATIENT CARE 


replace your obsolete items : 


with durable stainless steel equipment . 


e Availability of Ford Foundation funds 
now offers many hospitals an opportunity 
for increased community service. An im- 
portant step in that direction is the re- Manhattan 
placement of old and obsolete items with ee 
modern stainless steel equipment. This 
will result in increased working efficiency, 
reduced maintenance cost and a high de- 
gree of sanitation. Many hospitals have 
found that Blickman-Built equipment 
represents a sound investment in terms 
of durability and trouble-free service. 
Consult us if you have any equipment 
problems in your hospital. 


Clifton Revolving Stool Baker Solution Stand ‘4 


= 


Howard Instrument Table 


Chert Carrier 
EXPLOSION HAZARDS cre minimized in the mojor oper- 
ating room of Mt. Sinai Hospital, Hartford, Conn., by the 
use of Blickman-Built stainless steel equipment fitted Write for catalogs and other literature describing Blickman-Built 
with electrically conductive casters or tips. stainless steel equipment for various departments of the hospital. 


S. BLICKMAN. INC., 3803 GREGORY AVENUE, WEEHAWKEN, WN. j. 


Blickman-Buil 


gy 


You are welcome to our exhibit at the New England Hospital Assembly, Hancock Room, Hotel Statler, Boston, Mass., March 26-28 
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John N. Hatfield, Passavant Memorial Hospital, Chicago 11 
win L. Crosby, M.D., American Hospital Association, Chicago 10 


Board of Trustees 


Ray E. Brown, ex officio (qhateman) 
A. A. Alita, San Antonio Community Hospital, Upland, Calif. 
Frank R. Bradley, M.D., ex officio 
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Russell A. Nelson D., Johns Hopkins Hospital, Baltimore 5 
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Mrs. Ceci! D. Snyder. Kenosha Hospital, Kenosha, Wis. 

Edward K. Warren, Greenwich Hospital, Greenwich, Conn. 

Lucius Wilson, M.D., Episcopal Hospital, Philadelphia 25 


Council on Administrative Practice 
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nel af Cordes, vice chairman, lowa Methodist Hospital, Des 
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J. Milo Anderson, Strong Memorial H ital, Rochester 20 
James P. Dixon, M.D., Department o Public Health, Philadel- 


hia 7 
Richard R. Griffith, Delaware Hospital, Wilmington 1 
Rn. J. Stull, University of California itals, San Francisco 22 
Richard Vanderwarker, Memorial Center for Cancer and 
Allied Diseases, New York 21 
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Councli on Association Services 
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A. C. MeGugan. M.D., University of Alberta Hospital, Edmonton 
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Bive Cross Commission 
Abraham Oseroff, chairman 
T. Evans, vice chairman, Blue Cross Plan for Hospital! 
Care, Chicago 90 
John R. Hill, treasurer, Tennessee Hospital Service Association, 


Chattan a 2 
Kenneth B. beock, M.D., Joint Commission on Accreditation 


of Hospitals, Ch 

Rt. v, M r. John W. Barrett, archdiocesan director of hos- 
pitais, Chicago 5 

rthur M. Calvin, Minnesota Hospital Service Association, St. 
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. Dickson, Northwest tal Service, Portland 7 
Charles Garside, Associated Hospital Service of New York, New 
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Jenkins, Akron Hospital Service, Akron 8 
sil C. MacLean, M.D., commissioner, City of New York Depart- 
ment of Hospitals. New York 13 
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Cari M. notapes. Hospital Service Corporation of Western New 
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Stanley H. Saunders, Hospital Service Corporation of Rhode 
Isiand, Providence 2 

ital Plan, Louisville 2 

Service 


D. Lane Tynes, Blue Cross H 
Ruth weer Wilson, Maritime Hospital Association, Monc- 


ton, N. B. 
Director: Richard M. Jones, 425 N. Michigan Ave., Chicago 11 


Council on Government Relations 


Lucius R. Wilson, M.D., chairman 

J. Douglas Colman, vice chairman, Johns Hopkins University and 
Joins Hopkins Hospital, Baltimore 5 

Ted Bowen, Methodist Hospital, Houston 25 

Edison Dick, Passavant Memoria! Hospital, Chicago 11 

Abbie E. Dunks, Boston Dispensary, Boston 11 

Ha! G. Perrin, Bishop Clarkson Memorial Hospital, Omaha 5 

Lester E. Richwagen, Mary Fietcher Hospital, Burlington, Vt. 

Rt. Rev. Msgr. Charles A. Towell, diocesan director of hospitals. 


Covington, Ky 
Wonnacott, Latter-Day Saints Hospital, Salt Lake 
ity 


Secretary: Kenneth Williamson, Washington Service Bureau, 
Millis l7th St. and Pennsyivania Ave., N.W., 
Washington 


Committee on Hospite! Auxiliaries 


Mrs. Cecil D. Snyder, chairman 
Mrs. Frederick N. Blodgett, vice chairman, New England Medica! 


Cc on il 
R. Anthis, Muskogee General Hospital, Muskogee, 
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Mrs. George C. Capen, Hartford Hospital, Hartford 15 

Mrs. James C. Enyart, lowa Methodist Hospital—Raymond Blank 
Memorial Hospital for Children, Des Moines 14 

Mrs. Palmer Gaillard Jr., Mobile Infirmary, Mobile 17 

mane Sepeer A. Hoover, Santa Monica Hospital, Santa Monica, 
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Mrs. Norman J. Kauffmann, Toure Infirmary, New Orleans 15 

Mrs. A. C. Rood, Presbyterian Hospital Center, Albuquerque, 
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Mrs. Arthur B. Slack. St. Luke's Hospital, Denver 10 
Mrs. H. Shelton Smith, Duke Hospital, Durham, N. C. 
Mrs. Alfred H. Taylor, Evanston Hospital, Evanston. III. 
Secretory: Patricia Sussman, 18 E. Division St., Chicago 10 


Council on Hospital Pianning and Piant Operation 


Frank 8S. Groner, chairman 
Ray E. Trussell, M.D., vice chairman, Columbia University Schoo! 
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Brig. Gen. Elbert oursey, C, USA, Army Medical Field 

Service School, Fort Sam Houston, Texas 
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R. C. Williams, M.D., State Department of Public Health, Atlanta 
D. B. Wilson, M.D., University Hospital, Jackson 5, Miss. 
Secretary: Clifford Wolfe, 18 E. Division St., Chicago 10 


Council on Prepayment Pians and Hospital Reimbursement 
Edward K. Warren, chairman 


R. K. Swanson, vice chairman, Swedish Hospital, Minneapolis 4 
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Rt. Rev, Msgr. Edmund J. Goebel, archdiocesan director of hos- 
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A. C. Kerlikowske, M.D., University Hospital, Ann Arbor, Mich. 
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Clyde L. Sibley, Baptist Hospital, Birmingham 11 
Secretary: James R. Neely, 18 E. Division St., Chicago 10 


Council on Professional Practice 


Russell A. Nelson, M.D., chairman 

T, Stewart Hamilton, M.D., vice chairman, Hartford Hospital, 
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Hon. C. W. Allgood, South Highlands 5 

Bertrand, 8J., Comité des Hépitaux du Québec, 
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Lawrence J. Bradley, Genesee Hospital, Rochester 7 

M.D., North Carolina Memorial Hospital. 
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Frederick T. Hill, M.D., Thayer Hospital, Waterville, Maine 

Kar! S Klicka, M.D., Presbvterian ospital, Chicago 12 

Tol Terrell, Shannon West Texas Memorial Hospital, San Angelo, 
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Edwin L. M.D., director 


Maurice J. N , deputy director 
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OF THE AMERICAN HOSPITAL AS 
PAST PRESIDENT 
Frank KR. Bradley, M.D., Barnes Hospital, St. Louis 10 
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mucus removal. 
Suction is adjust- 
able w the exact 
desired degree in 
running unit for 
floor use. ( Shown 
with 816 Scand.) 
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‘What better assurance 


than the finest equipment 
in skilled hands | 


The parents of this tiny patient were assured of the best 
treatment — first, by the skilled hands of physician and 
nurse — then, by the top-notch facilities of the hospital. 
These facilities include first-quality equipment like GOMCO 
Aspirators. Dependable, quiet and convenient, these units 
are life-savers and comforters for every type of patient, 
from the newborn to polio cases. They keep breathing pas- 
sages free whenever and wherever needed. Their reliability 
is unquestioned, in thousands of hospitals and clinics. 


Why not be sure you have the kind of equipment that 
fosters such results — and reputation? Specify GOMCO 
to your dealer. It's the complete line of hospital-proved 

Aspirators, Suction Units, Suction-Ether Units, Thermotic 

Drainage Units and Tidal Irrigators. 


GOMCO SURGICAL MANUFACTURING CORP. 


820-H E Ferry Street, Buffalo 11. N Y 


= 
- 
xf 
+f 
aD 
Portable No. 789 | 
Gomco Aspirator 
imo position tor 
quick, dependable 
j 
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8/12/55 DISCHARGE SUMMARY 


Patient, white female, age 39, entered hospital witha 
' diagnosis of lymphoma, proved to be lymphosarcoma by 


Initially she: was ‘treated by X-ray radiation, adrenal cortical 
_hormone and an antinauseant, During this regimen she 
developed a generalized rash which became infected, This 
was a drug reaction with infection due either to (1) scratching 
or (2) a low WBC count due to radiation. A number of boil- , 
like lesions appeared over the body, __ 7 
On 8/4 penicillin was started in a dosage of 600,000 units 
daily, Penicillin was continued for six days during which 
time the pyoderma became worse, 


Aspirated material from the lesions yielded hem, S, aureus, | 
coag. + and the following sensitivities were obtained: | 
penicillin, more than 10 units; erythromycin, 10 mcg,; 
tetracycline, 50 mcg. When these results became available 
penicillin was discontinued, 


_On 8/9, erythromycjn was started in a dosage of 200 mgm, 

g.i,d, Marked improvement was noted very soon and by 
8/12 almost complete healing of all lesions had occurred. 
Patient was afebrile throughout, - 


F inal Diagnosis: (1) lymphosarcoma (2) secondary pyoderma 
due to hemolytic Staphylococcus aureus, _ 


| Result: complete healing of secondary pyoderma with 
erythromycin, 


*Coammunication to Abbott Laboratories 
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Now, you can prescribe an antibiotic (Filmtab 


, ERYTHROCIN) that provides specific therapy against 
Ue : staph-, strep- or pneumococci. Since these 


organisms cause most bacterial respiratory infections 


’ CU0Uus (and since they are the very organisms most sensitive 
2 to ERYTHROCIN) doesn’t it make good sense to 


prescribe ERYTHROCIN when the infection is coccic? 


Erythr 


0 n 
(Erythromycin, Abbott) 


STEARATE 


Since ERYTHROCIN is inactive against gram- 


negative organisms, it is less likely to alter intestinal 


Y Littl flora—with an accompanying low incidence of side 
| 2 eC 0 effects. Also, your patients seldom get the allergic 


reactions sometimes seen with penicillin, Or 


Lide ? 7 loss of accessory vitamins during ERYTHROCIN 


therapy. Filmtab ERYTHROCIN (100 


and 250 mg.), bottles of 25 and 100. Ohbott 


Erythr 


*Filmtab— Film sealed tablets; patent applied for. 


0 1 
(Erythromycin, Abbott) 


STEARATE 
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A hospital school experiment 
by H. Robert Cathcart 


Mr. Cathcart, at the age of 31, is 
administrator of the tradition-rich 
Pennsylvania Hospital, which cele- 
brates its 205th anniversary this 
year. A native of lowa, Mr. Cath- 
cart attended Drake University and 
the State University of lowa, where 
he got his degree—after a five-year 
interruption which included com- 
bat service with the Army in the 
Pacific theater. 

After the war, Mr. Cathcart 
studied hospital administration at 
the University of Toronto, obtain- 
ing his master’s degree in 1948. 
His administrative preceptorship 
was served at the W. K. Kellogg 
Foundation, Battle Creek, Michi- 
gan. He was appointed assistant 


administrator of the Pennsylvania 
Hospital the following year, and 
became administrator in May, 1952. 


be. 
MISS KEMLER 


MR. CATHCART 


You can be your own efficiency expert 
by Celeste K. Kemiler 


Miss Kemler, administrator of 
Valley View Hospital, Ada, Okla. 
was educated at Iowa State Col- 


DEPENDABLE SERVICE 
SINCE 1909 


Increasing Popularity of Diack 
Controls is shown by 1955 sales 
nearly double the 1950 sales. 


lege, Ames, and Mercy Hospital 
School of Nursing in Cedar Rapids. 


Her administrative career, which 
started in lowa in 1940, was in- 
terrupted by the war when she 
worked for the Red Cross on nurse 
recruitment. After the war she re- 
turned to administrative work, be- 
coming administrator at Valley 
View Hospital in 1946. 


A past president of the Okla- 
homa State Hospital Association, 
Miss Kemler is a member of the 
board of trustees of the Mid-West 
Hospital Association and Group 
Hospital Service of Oklahoma. She 
has served on the faculty of many 
AHA institutes and was a member 
of the Association’s Personnel 
Committee. She is a member of 
the American College of Hospital 
Administrators. 


Junior college pilot study 
by Hugo V. Hullerman, M.D. 


Dr. Hullerman, director of hos- 
pital services of the United Hos- 
pital Fund of New York since 1951, 
has had extensive experience in 
dealing with problems relating to 
nursing education. He has served 
either as secretary or as a member 
of the National 
Joint Commis- 
sion for the Im- 
provement of 
the Care of the 
Patient since 
1947 and has 
been a member 
of the American 
Hospital Associ- 
ation’s Commit- 
tee on Nursing 
for many years. 

Dr. Hullerman is the AHA rep- 
resentative on the Advisory Coun- 
cil of National Federation of Li- 
censed Practical Nurses, the 
Executive Committee on Accredi- 
tation Policies of National League 
for Nursing, Advisory Committee 
on the Costs of Nursing Education 


(Continued on page 91) 


OR. HULLERMAN 
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QUALITY HOSPITAL APPAREL FEATURING ECONOMY, STYLING, DURABILITY! 


Every design feature suggested by hospitals and 
surgeons has been incorporated into ABCO 
operating room apparel. Roomy and full-pro- 
portioned, they not only provide for the freedom 
of action and unhampered comfort so essential 
to proper performance in the operating room, 


but provide maximum sterility as well. 


Operating 
Note these ABCO features: 


Overlapping back panels 
plete coverage. 
roominess and comfort. 
belt bar-tacked so it cannot sli 
nates belt loss 
yoke for durabilit 


These ABCO garments are available in the new 
glare-proof Green as well as Hospital White. 
Recent studies have shown that soft colors elimi- 
nate the glare commonly found in the all white 
backgrounds of the operating room. They have 
proven further that these softer colors actually 
give the patient extra psychological help as well. 


Gown 


rovide for com- 
«Raglan sieeves for extra 
Reinforced tunne! 
out ‘(elimi- 
uble fabric 
Double 


and repair). « 


extra wear. 


stockinette cuffs that ay mate their elas- 
ck. 


ticity. 


* Tape ties at the 


Room and Utility Dress 


Note these ABCO Features: 


Adjustable waist for perfect fit « Stylish, re- 
inforced criss-cross neckline « Snap fastener 
at back of neckline « Concealed side-tying 
tunnel belt eliminates belt loss and repair. 


ings ' 


bar-tack 


These are the features that make 
ABCO uniforms better! ... 
@ The fabric is extra high count Class A sheet. 


@ All tapes are not single, but dowb/e bar-tacked ' 
@ Strongest bar-tacks made! 42 stitches to each 


@ All tapes are combed pecler 
color thread to prevent curling! 
@ Dollar for dollar the best uniform value ever! 


arn with synthetic 


Tested and Approved by Surgeons 
in Hospitals Across the Country! = _ 


Opercting Shirt 


 Ewtire reomy 
operating enirt 


ARCO slipever 


en tires a 


reinforved V-neck and large 


OGewn 


Short 


sleeves 


Patient. | 


Ogereatir 
Made tre 
thie OAL 
previa 

ie in 


gown's extra full- 


and sweep 


Your ABCO Dealer is the outstanding surgical supply decier in your ity 


@ for quelity merchandise, money- 


saving volves and service. Get to know your local ABCO dealer; ask his help with your special problems. You'll prof by i. 
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Nashville Surgical 
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Physicians & Hospital 
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Western Surgical 
Supply Company 
Diego, Califernia 
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Compare 


COMPARISONS PROVE SEMPRA 
INTERCHANGEABLE SYRINGES BETTER 6 WAYS 


Te get maximum valve fer your syringe dollar... compare..: 
comparisons will prove SEMPRA’S better 6 ways: 


Longer Lasting Ground Glass Surfaces—Natural or ‘‘clear’’ glass has a wavy, 
uneven surface. Micro-precision grinding removes such surface imperfections. 
Ultra-gauging controls micro-precision grinding . . . sires SEMPRA’S smoother 
action. 

Universally Interchangeable—The micro-precision grinding of SEMPRA'S 
makes wniversal interchangeability possible. 


Continued Interchangeability—7 years field experience proves, given rea- 
sonable core, long service improves the ice-hard, silk slick finish so that after 
years of service they still interchange and still meet Federal specifications. 
Parallel Sides—Only ground glass surfaces can be absolutely parallel, assur- 
ing you freedom from constriction. 

Longer Life-—-SEMPRA'S ground glass surfaces are free of scratches, therefore 
alkalis frequently present in sterilizing media get no foothold to cause dan- 
gerous pits. 


Accurate Dosage—Because they conform to only one set of tolerance speci- 
fications, they're uniform in volume. 


Yes, you get all these advantages plus many other extras when you specify 


SEMPRA'S, the original interchangeable syringe. Try some to-day and see 
how much you save tomorrow. 


(8) J. BISHOP & CO. PLATINUM WORKS = mevicai rrooucts vivision MALvERN, PA. 
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SAFEGUARDS 
gainst infection because of the NEW, one piece cartridge-needie assembly... 
against cross-infection se the needle is disposable 


compact, ready-to-inject packet ...’’ 


STERAJECT 

", «9 large part of the answer to both a patient's and a 
hospital's 

G Procaiwe in Agunous Siseension 
300,000; 600,000 and 1,000,000 unit. 

Penmaren® Aguzous Susrension 600,000 units benzathine 
penicillin C 

Peamaren Fortirizy Aqueous Suspension 400,000 units 
benzathine penicillin G plus 300,000 units 
penicillin G procaine 

Sraerromyciw SuraTe | gram 

Sutrate Sowtion | gram 

Comsiotic® Aqueous Susrension 400,000 units penicillin 
procaine plus 0.5 gram dihydrostreptomycin sulfate 

*Schroub, C. Bull, Am. Soe. Howp, Pharm. 12044 (March Apri) 1955. 


Prizen Lasionatontes, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y, 
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THE MANY-PURPOSE BED 
THAT FILLS ALL YOUR NEEDS 


HARD 
(5) FEATURE 


RECOVERY BED 


Here’s the most versatile bed ever made for hospital 
use. Designed for recovery or intensive care areas, 
it serves a variety of other purposes as well. 


EVE BSED 


Head piece re- 
moved. Bed per- 
mits access for eye 
work or other 
activities at the 


head area. 


Looks like a bed — not a piece of 
surgical apparatus. This tends to 
make the patient feel more “at 
home,” more assured of recovery 
status, 


RECOVERY BED 


Bed is equipped with fittings for 
1506PG Slida-Side Safety Sides which 
offer greatest possible protection, 
especially when bed is used for re- 
covery. Large ball bearing casters 
make this an easy bed to move from 
Recovery or Intensive Care Areas to 
patient's room. 


When both head 
and foot pieces are 
removed, the bed 
will accommodate 
standard round 
tube overhead frac- 


ture frame for 


27x12 1” storage tray is stand- 
ard equipment. Adds to conven- 
ience particularly when moving 
patient from area to area. Attaches 
at either end of bed. 


FRACTURE 
BED 


With head or foot 
piece removed, end 
of bed is flush with 
mattress surface, 
allowing a direct 
pull at mattress 
level for traction 
with Bucks Exten- 
sion. 


Hard’s Slida-Side, the modern, 
space-saving, time-saving safety 
side is standard equipment. 


DELIVERY 
BED 


Bierhoff knee 
crutches quickly 
and easily installed 
at foot end for 
emergency de- 
liveries. 


The bed is a handsome furniture 
piece that looks well in the standard 
modern hospital room, and works in 
conjunction with other hospital room 
furniture and equipment. HARD 
12-year guaranteed PG 16-position 
spring provides Trendelenberg, 
Fowler and Hyper-Extension as well 
as all standard treatment positions. 


30” width Recovery Bed standard, 
No. 1484RG. Available alio in 
36” width, known as Hard Con- 
verta-Bed. No, 1485PG. 


Foot guard, Bucks Extension, Bier- 
hoff Crutches, available as acces- 
sories. 


Ne. 1486P0 36” WIDTH 


RiNG COMPANY 


NEW YORK FOUNDED in 18676 
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> PHYSICIANS AIR EDUCATION, FOREIGN 
DOCTORS, MEDICAL PRACTICE—-The 
52nd Annual Congress on Medical 
Education and Licensure, held in 
Chicago Feb. 11 through 14, ex- 
plored such problems as the effect 
of prepayment on medical educa- 
tion, licensure for graduates of for- 
eign medical schools, and medical 
practice by full-time appointees in 
medical schools. 

The Federation of State Medical 
Boards of the United States, after 
extensive debate, adopted a Guide 
to the Essentials of a Modern Med- 
ical Practice Act. (Details on p. 
78.) 


} CITATION HONORS AHA, BLUE CROSS 
COMMISSION—-The American Hospi- 
tal Association and its Blue Cross 
Commission received a_ citation 
Feb. 13 recognizing the attainment 
of 50 million members in Blue 
Cross Plans for hospital care. 
Former President Herbert C. 


| digest of NEWS 


Hoover made the presentation in 
behalf of Health Information 
Foundation, New York. (Details on 
p. 76.) 


> OR. FRED G. CARTER DIES—Dr. Fred- 
erick G. Carter, 67, a former 
American Hospital Association 
president and 1952 recipient of the 
Award of Merit, died Feb. 19 in 
Cleveland. 

He had recently retired as ad- 
ministrator of St. Luke’s Hospital, 
Cleveland, following three decades 
of service to the hospital field. 

Dr. Carter was AHA president, 
1939-1940, and had served on the 
Association’s Council on Admin- 
istrative Practice and Council on 
Government Relations. 

A charter fellow of the American 
College of Hospital Administrators, 
he was College president, 1935- 
1936. He was a former president of 
the Minnesota and Ohio associa- 
tions. 


>THE NEWS SPOTLIGHT—National 
League for Nursing extends dead- 
line on nursing school accredita- 
tion to the end of 1959. (Details 
on p. 77.) 

Pennsylvania hospitals clash 
with State Welfare Department 
over a plan to allocate all Hill- 
Burton funds to state mental hos- 
pitals. (Details on p. 81.) 


> WASHINGTON NEWS—Congress, in 
session for two months, has held 
extensive hearings on only two 
major health measures—military 
dependents medical care and OASI 
disability amendments. If other 
health bills take up as much time 
as these, say observers, the second 
session of the 84th Congress may 
complete little more in new health 
legislation than the first. (Details 
on p. 82.) 


>» CONGRESSMAN CITES ABUSES OF FREE 
VA CARE—Rep. Olin E. Teague (D., 


AMERICA’S FAVORITE NAPKIN in white or pastels 


Ouperse 


NOW! Custom EMBOSSED 


for added distinction 


Whenever there’s the desire to use that extra touch 
for hospitality or distinction you'll find 
SUPERSOFT dinner napkins the perfect answer. 


Now custom EMBOSSED with your hospitals own 
insignia or scroll, they provide an unusual 


GROFF PAPER 


2300 ENDICOTT ST. ST. PAUL 14, MINN. 


addition to your decor, 


Write today for samples and the name 
of your local Suvensort distributor. 


COMPANY 
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Tex.), chairman of House Veterans 
Affairs Committee, has reported 
findings by federal investigators of 
“some very flagrant” abuse by vet- 
erans of free VA medical care. 

Rep. Teague declared that only 
a small percentage of veterans are 
falsely saying they cannot afford 
to pay but only one such case in a 
community can “give the whole 
program a black eye.” 


LEGION HITS HOOVER COMMISSION 
PROPOSALS——-The American Legion 
has expressed strong opposition to 
a number of Hoover Commission 
proposals affecting VA hospital- 


medical care, among them the 
shutdown of surplus hospitals and 
verification of the veteran’s state- 


ment of inability to pay for care. — 


The Legion scored as “unrealis- 
tic” a recommendation that vet- 
erans assume liability to pay for 
hospital care in nonservice-con- 
nected disability cases, and urged 
the Administration not to make 
“far-reaching” changes until vet- 
erans have aired their views. 


PRESIDENT EXTENDS POLIO VACCINE 
ASSISTANCE ACT.—President Eisen- 
hower, in mid-February, extended 
the Act providing free poliomyeli- 


“Thanks to Lysol— 
this hospital is so clean you can eat off the floor.” 


Patients, as well as hospital personnel, appreciate 
the added sense of security given them by use of 
Lysol® for every disinfection need. 


For general disinfection—such as mopping floors, or 
wiping down walls and furniture between patients— 
Lysol lives up to its reputation as the disinfectant for 
immediate and prolonged bactericidal, fungicidal, 


New improved 


is non-injurious 
to skin or surfaces— 
fresh clean odor 


is non-lingering. 


Available through 

r surgical and 
supply 
dealer 


and tuberculocidal action. For as long as a week 
after Lysol has been applied, infectious bacteria 
touching these disinfected surfaces are killed on contact. 


High concentration, low cost. A little Lysol 

goes a long way... a little over an ounce of 
Lysol added to a gallon of water makes the 1% 
dilution recommended for general disinfection. 


Send for booklet with how-to-use chart 


Lehn & Fink @ Professional 


PROOUCTSE CORPORATION 
Dept. 21, 445 Park Avenue, New York 22, New York 


DIVISION 


@ Lysol is 0 registered trademark 


tis vaccine to children and expect- 
ant mothers. The Act was due to 
expire Feb. 15. 


OR. WHITACRE DIES—Death came 
Feb. 16 to Dr. Rolland J. Whitacre, 
46, of Shaker Heights, Ohio, presi- 
dent of the American Board of 
Anesthesiology and an AMA rep- 
resentative to the Joint Commis- 
sion on Accreditation of Hospitals. 

Dr. Whitacre, a JCAH member 
since 1952, was reappointed to the 
Commission this past Jan. 1. He 
was a former president of the 
American Society of Anesthesiolo- 
gists and an associate editor of its 
technical journal, Anesthesiology. 


PATHOLOGISTS ADOPT POLICY—The 
College of American Pathologists’ 
Board of Governors, at its last 
meeting, accepted certain recom- 
mendations dealing with fees for 
pathological services and methods 
of reimbursement. 

The action was reported in the 
College’s February bulletin. Ap- 
proved recommendations read in 
part as follows: 

® Pathology is recognized as the 
practice of medicine—but such 
services are now paid by Blue 
Cross. These medical service fees 
should be paid by Blue Shield. 

®@ Billing shall be for any and all 
service supervised by the patholo- 
gist. 

@ Due to the current trend of 
hospitals to engage in outpatient 
laboratory services, it is recom- 
mended that these services espe- 
cially be billed on a fee-for-service 
basis by the pathologist. 

The Board of Governors also 
recommended a study, now under- 
way, to classify pathological serv- 
ices on a relative value unit scale, 
which could be modified to suit 
local requirements. 

It proposed meetings to be con- 
ducted in each state “for the pur- 
pose of discussing the entire field 
of prepayment health plans and 
their relations to the pathologist.” 


ALBERT HAHN RESIGNS APHA POST 
Albert G. Hahn of Evansville, Ind., 
executive director of the American 
Protestant Hospital Association for 
the past 19 years, resigned his post 
Feb. 10 during the APHA annual 
meeting in St. Louis. 

The Association. announced pre- 
liminary plans for a full-time di- 
rectorship and an expanded, five- 
year program. (Details of the 
meeting on p. 86.) 


PMIDYEAR CONFERENCE REPORT (De- 
tails on p. 84:) 
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AVAILABLE NOW ... from KELEKET X-RAY 


new... tho Barues 


Hectocurie ROTARAY 


. a single Hectocurie Shield, 
many exclusive features: 
precision treatment table, 
choice of teletherapy units, 
precision rotation, adjust 
and | beam 
ocalizer ., . appro y 
$25,000, installed. 


F 
> 


Improved Ceiling 
Suspensions for either 
the Hectocurie or 
Kilocurie Source Shields. 
with or without 


Turntable at ceiling. 


FLOOR STAND 
MODELS 
Available in both 


Hectocurie and 
ocurie 


as a 30 rhm ceiling-suspended “head and neck" unit providing 10 
cm source skin distance. (Not illustrated) 


For details, check your classified telephone directory or with 
your local Keleket man, or write today for complete information, 
“SPHERAY” a rotation unit with 


dual Cobalt 60 source shields ine KELEKET X-RAY CORPORATION 


cluding variable source-to-tumor 210-11 West Fourth St., Covington, Kentuck 
distance. Export Sales: Keleket International Corp,, 660 First Ave., New York 16, N.Y. 
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To Tue Epiror: 
Dear Sir: 

The hospital service in England 
is going along at a steady, but not 
spectacular, pace. We have lost 
Macleod (lain Macleod) as minis- 
ter——a serious matter, because he 
is aman of great capacity—and are 
now looking critically at the un- 
tried Turton (Robert H. Turton), 
much in the same way as a cat 
walks gingerly round the new 
puppy. 

A fair amount of constructional 
work is in progress, but not more 
than enough to replace dilapida- 
tions and discard the obsolete. In 
recent times the main target of 
criticism has been the mental hos- 
pitals. Structurally they have by 
no means kept up to date with 
the advances in the concepts of 
mental care; and, I am sorry to 
suggest, the authorities concerned 
have not yet shown enough aware- 
ness of such advances. Overcrowd- 
ing is no doubt a serious difficulty, 
but it is not sufficient to justify a 
certain sluggishness of outlook. 

This is illustrated most vividly, 
perhaps, in the persistently back- 
ward tradition in regard to the ad- 
mission of aged people whose ma- 
jor trouble is the more or less 
physiological return to childhood. 
There ought by new to be a com- 
plete liaison between home care of 
the aged and the provision of the 
necessary hospital treatment or, it 
may be, a simpler kind of “hostel” 
attention—halfway between home 
and hospital. At any rate, our 
whole conception of admission by 
a legal certificate requires revision, 
to make the procedure both sim- 
pler and less hedged-round with 
the prickles of compulsion. 


One of the most interesting fea- 
tures of the story of our national 
health service has been the changes 
in fortune of the general practi- 
tioner in relation to the hospitals. 
Some day I hope that the whole 


*Subheads in this letter were added by 
the editors. 
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tale will be told, but here are the 
main points over the past 30 years: 


At the end of the first World 


War the position of the general 
practitioner was greatly strength- 
ened by what was called the “Daw- 
son Report.” This important official 
document, reviewing the medical 
and allied services, laid considera- 
ble stress on the family doctor as 
the first line of defense against 
sickness and urged that he should 
be adviser on health to the families 
under his protection. He was also 
to play a full part in the hospital 
services, especially in the develop- 
ment of the small general hospital. 
And in fact by far the greater 
number of “cottage” and small- 
town hospitals were run and serv- 
ed by general practitioners, with 
occasional visits by consultants at 
their request. 


POSITION FAIRLY STABLE 


During the following decade the 
position of the family physician 
remained fairly stable, but he felt 
that some essentially clinical serv- 
ices were gradually being filched 
from him and added on to the of- 
ficial health services run by the 
public authorities. This applied es- 
pecially to ante-natal and infant 
welfare clinics and the clinical as- 
pect of school medical work—in 
which the general practitioner was 
being replaced by full-time of- 
ficers. In addition, a number of 
services, such as tuberculosis, were 
becoming more highly specialized; 
and the control of them was pass- 
ing into the hands of hospitals and 
their staff. 

Alarm at these trends were for- 
cibly expressed by the British 
Medical Association, which issued 
in 1930 a fairly comprehensive plan 
for a “Medical Service for the Na- 
tion.” In this, as one might expect, 
the general physician was destined 
to play a large and increasing part, 
both in the public health services 
and in the hospitals. 

No fundamental changes took 
place, however, until war broke 
out in 1939. After the first shock, 


planning of the new world raised 
its head once more. The British 
Medical Association appointed a 
Medical Planning Commission 
which held many meetings and 
raised innumerable questions of 
the first importance. It almost suc- 
ceeded in producing a liberal and 
far-sighted program, but its work 
was overshadowed by govern- 
mental activities in the famous 
White Paper of 1944. This valuable 
document aimed at retaining the 
voluntary hospitals intact, and of- 
fering increased responsibilities to 
general practitioners. But it also 
was still-born; and the present 
system of a “national medical serv- 
ice”’ was accepted. 

The effects of these momentous 
changes on the smaller hospitals 
was peculiar, and (I think) in 
many ways unfortunate. I was one 
of those who had the privilege of 
visiting a large number of hospitals 
and making an official report on 
the findings, Like most of my in- 
specting colleagues I was acutely 
aware of some unsatisfactory hab- 
its that had sprung up in the 
smaller hospitals. In particular we 
found that not a few general prac- 
titioners had been fired with ma- 
jestic surgical ambitions and were 
undertaking operative work far 
beyond the bounds of their ex- 
perience. Further, the benefactors 
of even the smallest rural hospitals 
were no less ambitious. It was not 
enough for them to give money, 
to provide comforts for the patients 
or amenities for the nursing staff. 
No! Only the most grandiose 
schemes would satisfy them. 


AT WAMENSE COST 


It therefore came about that 
these little, simple units were pro- 
vided at immense cost with modern 
operating rooms and ultra-modern 
streamlined radiological equip- 
ment. And they didn’t know how 
to use them, any more than a boy 
of three years would get on with 
an electric train as a Christmas 
present. 

(Continued on page 92) 
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WOULD 


vou CHOOSE? 


Appearances are deceiving. Unless you know 
the important differences in Scrub Gowns, it is 
possible to make serious buying errors. 

‘*Plus’’ features may not always be obvious, but 
they are important to the durability and 
comfort qualities of the garment. It sounds 
difficult, and it really is! 


But, every day more and more hospitals are 
solving the problem by consulting with an 
Angelica Representative. His varied experience 
uniform’ requirements of hundreds of 
hospitals enables him to select the uniforms best 
suited to your specific needs. 


For instance, should your Scrub Gowns be 
slipover or back-opening? Should they have 
tunnel belts or detached belts! What is the 

most suitable color for your needs... misty green, 
jade green, grey, blue or white? 


For the best information in the industry, for a 
complete line of uniforms for dietary, 
maintenance, operating room, patient and nursing 
call your Angelica Representative soon. 

He is as near as your telephone. 


1427 Olive, St. Lovwis 9 © 107 W. 48th, New York 36 


177 N. Michigon, Chicago 1 110 W. II th, Los Angeles 15 
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Social service department 


Our council of social agencies is 
interested in knowing if the Associa- 
tion has any statistical data on the 
number of general hospitals that have 
medical social service departments. 
Has the AHA suggested standards of 
operation jor these departments? 


An estimated 967, long-term and 
short-term, general and tubercu- 
losis hospitals in the United States 
had social work staff in the winter 
of 1954-55. Thus approximately 
one in seven, or 15 per cent, of all 
hospitals (excluding mental hos- 
pitals and maternity homes) em- 
ployed one or more persons to 
carry ,out social work activities. 
This information results from a 
study conducted by the Joint Com- 
mittee of the American Association 
of Medical Social Workers and the 
American Hospital Association to 
be published shortly. 

The American Hospital Associa- 
‘tion has not developed standards 
of operation for social service de- 
partments. I would suggest that 
you contact the Medical Social 
Work Section of the National Asso- 
ciation of Social Workers at 1700 
I St. N.W., Washington 6, D. C. 

E. Bates, M.D. 


Voluntary, nonprofit status 


Can a hospital be classified as non- 
profit even though it may show a 
yearly profit? Can a hospital, organ- 
ised as voluntary, nonprofit association, 
incorporated, borrow money? 


The terms—voluntary, nonprofit 
association, incorporated—first of 
all mean a private community or- 
ganization as opposed to a govern- 
mental institution. Secondly, a 
nonprofit corporation means one 
which is organized so that no part 
of the net earnings of the institu- 
tion inures to the benefit of any 
private individual or stockholder. 
A nonprofit hospital need not oper- 
ate at a loss as long as no part of 


The ensewers to these questions should not be con. 
strved as being lege! advice. Hospitals with lege! 
problems ore advised te conwilt their own oftorneys. 
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the profit goes to the benefit of an 
individual or stockholder. 
Voluntary, nonprofit hospitals 
can borrow money. It is my under- 
standing that these hospitals do 
borrow money from private indi- 
viduals, banks and other institu- 
tions.—-MARION J, FOSTER 


inventory control 

We are planning to establish a per- 

petual inventory system on items re- 

quisitioned from general stores. Please 

suggest proper procedures for setting 

up and maintaining the system and 
pertinent reference sources. 


There are several schools of 
thought regarding inventory con- 
trol. Hospitals keep inventories by 
price and quantity, although a 
quantity inventory control sys- 
tem will suffice if the purchased 
items are used up within a 30-day 
period, If general stores items are 
stocked beyond the 30-day period, 
consideration should be given to 
price and quantity inventory. Such 
items might be canned goods for 
the dietary department and medi- 
cal and surgical supplies. 

There are three methods of pric- 
ing inventories. In the first-in, 
first-out method, items received in 
general stores are the first ones 
issued and priced out. In the “life”’ 
system, the last items received in 
general stores are the first ones 
to be issued and will be priced on 
the basis of the last items received. 
The third and probably the most 
practical method is called average 
cost. This system utilizes an aver- 
age price, which is obtained by 
dividing the total dollar value of 
general stores and shipments by 
the total number of units on hand. 

—JoserH A. WILLIAMSON 


Depreciation rates 
Some years ago it was felt that 
since hospital buildings were obsolete 
in 40 years or less, a depreciation rate 
of more than 2 per cent was justified. 
Please tell me the current thinking on 
rates of depreciation for hospital 
buildings. 
The general practice is to de- 


preciate brick buildings at the rate 
of 2 per cent per year. Some third 
party agencies in their negotiations 
with hospitals have been more 
liberal allowing rates of 3 per cent 
or higher. It is my understanding 
that frame buildings are depreci- . 
ated at a higher rate—4 to 6 per 
cent per year. 

I would suggest that your ac- 
countant obtain a copy of Section 
F of the Internal Revenue Code, 
which outlines depreciation rates 
for various types of industries. 

--ANN S. FRIEND 


Temperature taking 

Is it preferred that temperatures be 
taken orally or rectally rather than by 
axilla? 

The axillary method is satisfac- 
tory, if the thermometer is held 
sufficiently tight to insure good 
contact and a correct reading. It 
is sometimes necessary to use this 
method when the nature of the 
illness makes the oral or rectal 
route undesirable. 

Determination of which route is 
to be used is a matter of policy 
modified as indicated in individual 
cases by the physician in charge. 

~——SARAH H. HARDWICKE, M.D. 


Listing of holidays 

Our hospital would like to recognize 
various holidays with special tray fa- 
vors for our patients, Can you furnish 
us with a complete list of nationally- 
recognized holidays? 

The American Hospital Associa- 
tion does not distribute such a 
listing. Information on the special 
days, weeks and months to be ob- 
served throughout the year can be 
obtained from the Domestic Dis- 
tribution Department, Chamber of 
Commerce of the United States, 
Washington 6, D. C. Single copies 
of the pamphlet are 50 cents. 

~—~DANIEL S. SCHECHTER 


Laboratory accounts 

Has the American Hospital Associa- 

tion developed a standard accounting 

system which is applicable to labora- 
tories? 

The AHA Handbook on Account- 
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‘Surgical Gloves 


Processed to Prevent “Ozone Cracking” Since May 1952 


For years, hospitals had been reporting com- 
plaints about cracks that appeared in surgical 
gloves between the fingers and along folded 
edges. In 1952 the PIONEER Research De- 
partment discovered that the cause of this 
cracking was a very active form of oxygen 
created by atmospheric conditions called 
ozone. Once the cause was isolated PIONEER 


developed a process to prevent ozone cracking 
under normal use. Just another improvement 
that has meant longer, more reliable service 


from Rolipruf surgical gloves. 


the PIONEER Publer Company 


349 Tiffin Road, Willard, Ohio, U.S.A. 


Pioneers in Surgical Glove Improvement for over 35 Years 
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ing, Statistics and Business office 
Procedures for Hospitals, Section 
1-Uniform Hospital Statistics and 
Classification of Accounts includes 
a recommended account for the 
laboratory department. The types 
of expenses that should be charged 
to the laboratory department and 
the types of revenue which accrue 
to this service are outlined. 

The manual published in 1950 
was distributed to all member hos- 
pitals of the American Hospital As- 
sociation. 

~—ANN S, FRIEND 


Classification of operations 


Can you supply me with a manual 
or list that would help me to classify 
operations? 


There is a nine-page list of 
minor operations, classified by sur- 
gical specialty, on page 188 of the 
late Dr. T. R. Ponton’s book, The 
Medical Staff in the Hospital (sec- 
ond edition). This list follows the 
systematic arrangement of the 
Standard Nomenclature of Diseases 
and Operations. 

Such a list can only be used in 
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Strict and consistent accuracy in the measurement of bloodpressure is 
difficult to achieve at best. If just one possibility for compounding error can 


be eliminated, why not? 


* The mercury displacement principle in sphygmomanometry excludes the 
possibility of functional error in the instrument itself. It does not depend on 
the elasticity of metal, which varies, or on moving parts, which wear. Its action 
is governed solely by gravity—the most constant and unequivocal force known. 
As such, it provides the standard against which other types 
of manometers must be calibrated and checked when their 


accuracy is in doubt. 


The W. A. Baum Company has specialized in the man- 
ufacture of true mercury-gravity manometers—and nothing 
but true mercury-gravity manometers — since 1916. In so 
doing, we realize that precise accuracy in instrument func- 
tion may not be as important in some cases as in others. But 


is there any good argument against it? 


a general way, for under special 
circumstances, such as the presence 
of abnormal conditions in the pa- 
tient quite apart from the one for 
which the operation is to be per- 
formed or the presence of anes-- 
thesia difficulties, operations gen- 
erally considered minor become 
major procedures. 

Discussion of the difficulties in- 
herent in classifying operations is 
included in the article, “Who 
Should Do Surgery?”, by Robert 
S. Myers, M.D., in the January 
1954 issue of The Modern Hospital. 

—LeRoy E. Bates, M.D. 


State association dues 


Our state hospital association is 
drawing up a dues schedule for long- 
term hospitals, We are interested in 
learning what rates other state asso- 
ciations have established and the basis 
upon which they were determined. 

A dues schedule for long-term 
institutions should be established 
on the basis of the value of the 
association’s activities to the insti- 
tution. The amount of the dues 
should be related to the hospital’s 
ability to pay and the potential 
savings a member can achieve. 

A stated millage rate per patient 
day is preferred to a per-bed basis 
for both short and long-term in- 
stitutions because the patient-day 
basis is a reflection of occupancy 
and therefore, income. The cost 
of patient care in long-term insti- 
tutions is considerably less than in 
short-term hospitals and the ra- 
tio in cost per patient day is one 
indication of the relative dues that 
can be assessed. 

The American Hospital Associa- 
tion dues structure requires all 
institutional members, regardless 
of the type of hospital, to pay the 
minimum dues of $90, which is 
the basic cost of printing, mailing 
and servicing the member. Long- 
term hospitals above the minimum 
size pay six mills per patient day 
up to a maximum to $240 per year. 

You will find an outline of prin- 
ciples to be observed in establish- 
ing a dues structure for state as- 
sociations on pages 44-45 of the 
Manual for State Hospital Associa- 
tion Officers and Trustees, pub- 
lished and distributed last month 
to all state, regional and provincial 
hospital associations and full-time 
metropolitan hospital councils. 

—Howarp F. Coox 
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arnstead | 
Pyrogen-Free 
Distilled 

Water 7 
at Work: 


ss in the Central Suppl 


Ar THIS MOMENT, in hospitals all over the world, 
Barnstead Stills are producing abundant Pure Water for every 


medical need. In hundreds of Central Supplies, dependable, 


modern Barnstead equipment is meeting the ever-increasing 


demand for pyrogen-free distilled water of utmost purity. In 
thousands of ORs, Blood Banks, and Pharmacies, Barnstead 


Pure Water is now at work, 


Put this reliable source of distilled water to work in your 


hospital. Reap the benefits of truly modern distillation — 


BARNSTEAD "15 moderate first cost, minimal operating cost, negligible mainten- 
Designed expressly for hospital use, this NEW Still 
supplies 15 gh.p. It often replaces two older, small ance — enjoyed by hundreds of leading hospitals that rely on 
stills, saving time, space, and money for you. Purity 
features include: vented condenser to expel gaseous Barnstead for all Pure Water needs, 


impurities, famous Spanish-prison baffle, constant. 
level control, demountable condenser for fast, easy 
cleaning, low-velocity evaporator, easy-clean heating Write for special hospital literature 
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coil, constant bleeder device. Costs little more than 
Barnstead 


ordinary 10 ghup. stills! 
STULL & STERILIZER CO. Boston 31, Mass. 


First in Pure Water Since 18786— 
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| Throughout the hospital 
there are more and more 


calls for 


» 


'GANTRISIN 


7 highly soluble, single sulfonamide 
tablets, 0.5 Gm each 


Infections 


Meningitis ampuls, 5 ce (2 Gm) and 10 ce (4 Gm) 
Surgery 


Urinary tablets, 0.5 Gm each 
Infections 


Pediatrics pediatric suspension (raspberry -flavored), and 
syrup (chocolate-flavored), containing the 
new, tasteless Gantrisin (acetyl) 


Eye, Ear, ophthalmic solution, 4%, ophthalmic oint- 
Nose & Throat ment, 4%, ear solution, 4%, and nasal solu- 
Infections tion, 4% 


vaginal cream, 10%, in white vanishing cream 
hase 


tablets, 0.5 Gm each 


Gantrisin ® —brand of sulfisoxazole 
Gantrisin® (acetyl) —brand of acetyl sulfisoxazole 


Hoffmann - La Roche Inc + Roche Park + Nutley 10+ N, J, 
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editorial notes 


—preparation: 
key word in disaster 


Disaster is no respecter of per- 
sons or places. In the past several 
weeks, its unpredictable are has 
touched Los Angeles and Mary- 
land. No one knows just where it 
will strike next——whether floods 
will come to the east or the west, 
whether storms will hit the north 
or the south, whether the explosion 
will be in city or town. 

No hospital can assume an “it 
can’t happen here” attitude. It can 
happen here, and it may. There- 
fore, every hospital, large or small, 
must be prepared for the disaster 
it prays may never come. Planning 
must start with the hospital itself 
but it cannot end there. The hos- 
pital is a key element in the broad 
disaster planning picture but it is 
only one of those elements. 

An account of the disastrous fire 
in Maryland is published in this 
issue of HOSPITALS, (p. 41). The 
Los Angeles train wreck was re- 
ported in the February 1 issue. 
There are lessons to be learned 
from these episodes. More than 120 
of the Maryland casualties were 
treated in just one of Baltimore’s 
many hospitals. This 184-bed hos- 
pital won community praise for 
its handling of the terrible task 
which descended upon it without 
warning that quiet Sunday. 

But no other hospital received 
more than 14 patients. There was 
no central casualty control at the 
scene. There was no sorting sys- 
tem. There was no single com- 
munications center. Fortunately, 
there were few serious injuries. 
Had there been many severe casu- 
alties, the lack of central com- 
munications and central authority 
could have been costly. 
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Just as it is the responsibility of 
each hospital to be ready to do its 
part in a disaster, so is it a com- 
munity responsibility to establish 
the machinery which will permit 
the hospital or hospitals to function 
with maximum effectiveness. 

Hospitals must bear the brunt of 
caring for disaster victims, whether 
or not there is adequate communi- 
ty planning. Therefore, hospitals 
must exert every effort to see that 
the community as a whole is pre- 
pared before, not after, disaster 
strikes. 

The American Hospital Associa- 
tion is keenly aware of the impor- 
tance of disaster planning. It urges 
that a disaster drill, involving other 
community agencies, be conducted 
during National Hospital Week this 
May. It has just published Princi- 
ples of Disaster Planning For Hos- 
pitals. It has also published a com- 
panion volume, Readings in Disas- 
ter Planning for Hospitals. 

In addition to the account of the 
Maryland tragedy, a text-and-pic- 
ture story of a disaster drill ap- 
pears in this issue of our Journal. 
Hospitals must follow the Coast 
Guard motto “Semper Paratus,” 
(Always Prepared). 


—on nursing education 


The first schools of nursing in 
the United States were organized 
almost a century ago. From these 
beginnings, there developed the 
diploma schools in hospitals, the 
producers of the great majority of 
our professional nurses. 

In 1923, Yale University organ- 
ized the first university program, 
offering a basic nursing course 
leading to a master’s degree for 
those who had already earned their 
baccalaureate. Other colleges and 


universities later offered programs 
combining nursing and collegiate 
education. 

The latest development at the 
higher education level is the recent 
decision by Yale to change its 
pattern. It plans to eliminate the 
31-month basic nursing course and 
concentrate on a one year's ad- 
vanced nursing education for stu- 
dents who already have their basic 
nursing and collegiate education. 

Two experiments at the under- 
graduate level are reported in this 
issue of HOSPITALS, One is the two- 
year junior college program in 
which nursing education is trans- 
ferred from the hospital to the 
campus. The other is a reduction 
of the hospital diploma program 
from the traditional three years 
to two. 

It is too early to draw con- 
clusions from either of these ex- 
periments. Certainly, change for 
the sake of change alone is in- 
advisable, especially when our 
present pattern has served so well. 
But we have a responsibility to 
encourage sound experimentation 
and constant re-examination of our 
practices. 

We can test the results of such 
experiments against the yardstick 
of patient care and then we can 
decide whether we should modify 
our methods or stand pat. 


birthday for “PRN” 


When John Hayes began writing 
“PRN” for HOSPITALS, it was pre- 
dicted that his well of humor 
would be dry in a year, Luckily 
for all of us, the predictions were 
in error. His “PRN” on page 94 
of this issue marks the beginning 
of the fifth year of this delightful 
feature. 

We hope his columns grace our 
pages for many more years. He is 
a constant reminder to us that 
although the purpose of hospitals 
is no laughing matter, a smile is 
never out of place. 
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‘TWO-YEAR 
NURSING 
PROGRAMS 


2 THE JUNIOR COLLEGE two-year 
course a substitute for the hos- 
pital school of nursing? 

There are scores and perhaps 
hundreds of hospital administrators 
today who are convinced that their 
school of nursing is costing them 
money—-sizable chunks of money 
—over and above any calculations 
they will accept on the value of 
student service to the hospital. It 
is not unusual for an administra- 
tor to say that his hospital would 
be in sound balance or even com- 
fortably in the black were it not 
for the expense of nursing educa- 
tion. 

This raises 


Hugo V. Hullerman, M.D., is director of 

1 services of the United Hospital 

Fund of New York and is a member of the 

Advisory Committee of the Cooperative 

Research Project in Junior and Communi- 
ty College ucation for Nursing. 


three provocative 


questions. Why did hospitals get 
involved in nursing education in 
the first place? What reasons for 
operating hospital schools are valid 
today? Is there a substitute for 
the hospital school? 

Most of the reasons why hospi- 
tals own and operate schools of 
nursing can be grouped under 
three major headings: 

1) The need for large numbers of 
nurses. “If we give up our schools, 
where will we get nurses?” 

2) The cost of operating the 
school formerly was much less than 
the value to the hospital of the 
time the students spent on service 
in the hospital. 

3) The belief that the school of 
nursing contributed to better pa- 
tient care and better morale. 

We believe that some hospitals 


by H. ROBERT CATHCART 


A NEW TWO-YEAR professional 
nursing course is being spon- 
sored by the Pennsylvania Hospi- 
tal. This educational experiment is 
hospital controlled, organized and 
supervised. In this way it differs 
greatly from the present two-year 
professional nursing education ex- 
periments which are controlled by 
collegiate institutions and operated 
in cooperation with nearby hospi- 
tals. 

In this instance, a hospital schoo! 
has taken the initiative to modify 
its curriculum and develop a two- 
i Robert Cathcart is administrator of 


the 445-bed Pennsylvania Hospital, Phila- 


deiphia 
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year educational program without 
surrendering any of its autonomy, 
right of self-determination and 
control. The hospital school has full 
responsibility for the clinical ex- 
perience of the students and cost 
of the program. 

The tuition cost for students at- 
tending a two-year hospital pro- 
gram is considerably less than that 
for students attending the two- 
year collegiate programs. Some 
two-year collegiate nursing 
courses cost as much as $960, 
plus room and board. The total 
cost to each student in the Pennsy!- 
vania Hospital nursing program 


(Continued on page 31) 
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—perhaps many—would give up 
their nursing schools if another 
method would recruit, prepare and 
graduate enough nurses for their 
own hospitals and the community. 
These hospitals are the ones pres- 
ently finding it very difficult to 
justify their nursing schools on 


any other reasoning then their own . 


and community needs. 

For such hospitals and for com- 
munities not obtaining the nurses 
they need, the junior college (or 
community college) two-year pro- 
gram of nurse education may be 
the solution. At no expense to the 
hospitals, the junior college course 
is designed to prepare in two years, 
without subsequent internship, 
nurses who will step into beginning 
hospital staff positions and fill them 
as competently as can nurses from 
three-year hospital schools. After 
graduation, these nurses will enjoy 
the same eligibility for licensing, 
registration and professional asso- 
ciation as do graduates of hospital 
senools. 

The hospital should employ the 
two-year graduate and assign her 
first level staff responsibilities, at 
the same salary as a,hospital school 
or a university graduate assigned 
similar responsibilities. In other 
words, the two-year course should 
be thought of as a compféete and 
entire unit producing a nurse 
equivalent to the hospital school 
nurse. The hospital thus obtains 
full-time assignment of the two- 
year graduate and escapes accredi- 
tation by an outside agency, which 
almost surely would be part of 
an approved internship. 

Admittedly, the two-year course 
is a radical departure from tradi- 
tional nursing education. Every 
group concerned with nursing can, 
in theory, find something inade- 
quate in it. Those who have been 
working closely with the two-year 
program, however, are enthusiastic 
about its possibilities even though 
they stress that it is new and that 
experience with it is limited. 


COOPERATIVE PREPARATION NEEDED 


The greatest hazard to the future 
of the two-year course is that pro- 
grams started hastily without solid 
preparation—through cooperative 
planning by the community, the 
hospital and the junior college— 
may give the whole movement a 
black eye. 
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Before plunging, junior colleges 
should consult Mrs. R. Louise Mc- 
Manus and Miss Mildred L. Mon- 
tag, at Teachers College, Columbia 
University, 525 West 120 Street, 
New York City, under whose guid- 
ance experimental two-year 
courses began in 1952. Dr. J. F. 
Marvin Bueshel, consultant, Jun- 
ior and Community College Edu- 
cation of the National League for 
Nursing, is available to give special 
consultation to junior and com- 
munity colleges interested in estab- 
lishing programs in nursing. His 
services are available without 
charge, upon written request to 
the League. 

In the experimental program, 
junior colleges representing many 
sections of the country took re- 
sponsibility for setting up and 
conducting the courses. Numerous 
difficulties arose, necessitating ad- 
justments in the original blueprint 
for operation. The Teachers Col- 
lege staff, working with junior 
college administration and its nurs- 
ing school faculty, has kept in close 
touch with each of the pilot schools. 
Through correspondence and per- 
sonal visits a great deal of infor- 
mation has been accumulated. 
This should be helpful and even 
vitally important to junior col- 
leges seeking to start such pro- 
grams. 


ADVANTAGES OF PROGRAM 


If successful, we believe that the 
two-year junior college course will 
(1) fulfill certain desires of high 
schoo] girls, (2) resolve some of 
the most difficult problems of the 
hospitals now operating nursing 
schools, (3) satisfy some of the 
wishes of the nursing profession 
and (4) accord more nearly with 
principles of education acceptable 
to educators. 

Wheat does the tweo-yeer course offer 
the high school gredvete? First, the 
high school girl enrolls in a college 
conducting a school of nursing un- 
der the same general plan of edu- 
cation and college life as for all 
other courses given there. She is 
in an academic setting with an 
academic faculty, intermingling 
with students who are taking a 
variety of courses. 

Secondly, if the student decides 
she has made a poor choice in se- 
lecting nursing, she can transfer to 
another course with a good pros- 


pect for transfer of credits. More- 
over, if she completes the two-year 
course, and then after a period of 
nursing employment wishes to ob- 
tain a bachelor’s degree, she is 
more likely to receive maximum 
credit for the work done in junior 
college than for three years in a 
hospital school. 

These are advantages high school 
girls value. 

Hew does the two-yeer course solve 
some of the hespital’s more difficult 
problems? The two-year junior col- 
lege course costs the hospital prac- 
tically nothing. The student does 
not reside at the hospital; neither 
does the hospital pay for meals, 
laundry, or faculty. A _ faculty 
member, on the payroll of the col- 
lege, accompanies the students on 
their hospital assignments. Stu- 
dents are assigned to the hospital 
purely for education. There is no 
need to worry about the value of 
student service. If the student fails 
to complete the course, the hospital 
has been saved the expense of the 
early high costs-low service train- 
ing months. 

Hospitals which leave nursing 
education to junior colleges can 
avoid the present somewhat com- 
plicated and expensive accredita- 
tion of hospital schools. This will 
eliminate many headaches of oper- 
ating a school, | 

Relieves teaching burden. In some 
hospitals, there is at least a suspi- . 
cion that nursing education is dis- 
proportionately more interesting 
to nursing management than nurs- 
ing service itself. Staff meetings 
tend to revolye around nursing 
education. The junior college pro- 
gram brings to the hospital the 
stimulation of an educational cli- 
mate but substantially reduces the 
educational responsibility of hos- 
pital nurses. This should enable 
nursing to concentrate on quality 
nursing service, a good thing for 
the patients. It is also important 
because junior colleges will seek 
to place their students for super- 
vised clinical experience in hospi- 
tals which have high quality nurs- 
ing service. 

Cuts patient costs. Hospitals cannot — 
indefinitely charge patients for 
ever higher educational costs. At 
the same time, hospitals look with 
concern upon proposals to pay the 
costs of nursing education through 
governmental! subsidy. No contro- 
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versy exists, however, about tax- 
support for junior colleges. 

The cost to the student of a two- 
year course in a tax-supported 
junior college is relatively little. 
In some, there is no tuition, all 
costs being paid from state and 
local government resources. In 
others, students pay a portion of 
the tuition, which is never very 
high. There are, of course, junior 
colleges which are entirely volun- 
tary and without tax support. 

Hospital people have never been 
able to think of the four or five- 
year collegiate nursing programs 
as a substitute for hospital schools. 
They question whether the four- 
year course can graduate the num- 
ber of nurses which hospitals re- 
quire, Many administrators claim 
that collegiate nurses do not seek 
employment in communities re- 
mote from the university schools. 
While supporting the principle of 
maximum enrollment in the four 
and five-year courses, groups such 
as the American Medical Associa- 
tion and the Joint Commission for 
Improvement of Care of the Pa- 
tient-—-in which nursing, medical 
and hospital associations are repre- 
sented—long have pressed for a 
two-year nursing course, 


JUNIOR COLLEGES ADAPTED TO NEEDS 


In some ways, the junior col- 
leges are uniquely adapted to the 
needs of nursing education. For 
example, there are over 600 junior 
and community colleges in the 
United States with an enrollment 
exceeding 700,000. Both their 
number and their enrollment are 
rapidly increasing. The junior col- 
leges are located in the communi- 
ties they serve and their students 
are drawn from that community. A 
very high percentage of students 
live at home while attending jun- 
ior college and continue to work 
in their home community after 
graduation. 

Apparently there are thousands 
and thousands of high school girls 
who are unable to afford a four- 
year college course and who do not 
want to enter a hospital nursing 
school, but who do enroll in junior 
colleges. This is so despite record 
levels of employment. The jun- 
ior colleges should be able to do a 
good job of selling themselves to 
high school seniors because they 
have a better entree to high schools 


than hospitals have. Junior college 
representatives routinely visit with 
members of the graduating class to 
interest them in enrollment. As a 
consequence, high school counsel- 
ors also become much more aware 
of the opportunities in nursing 
education than usually has been 
possible through their relationships 
with hospital school representa- 
tives. This in itself is potentially a 
great recruitment asset. Because 
junior colleges try to meet com- 
munity needs, there is a good rea- 
son to expect intense recruitment 
of high school graduates to nurs- 
ing courses by the junior college. 
The fact that nursing is a tangible 
career and a recognized profession 
gives the junior college nursing 
course special sales advantages over 
the other courses offered. It is 
stated that the junior colleges are 
very successful in enrolling girls 
who have been out of high school 
for a year or two. Apparently many 
of these girls will enroll in a junior 
college whg will not enter a hos- 
pital nursing school or a four-year 
university course. 

One criticism often voiced by 
hospitals is that nursing attempts 
to limit enrollment to students with 
the highest grades. Junior colleges 
do not worry much about that. 
They accept nursing students in 
the same way they accept students 
for other courses. There is indi- 
vidual counseling, but students are 
not kept out of specific courses sim- 
ply because they do not come from 
a certain quartile of the high 
school class. 

It seems clear to us that the 
junior college can do much more 
than can the four-year college to 
expand the base of enrollment of 
student nurses, and the junior col- 
lege also has an unusual potential 
for returning a graduate to service 
in the community from which she 
came, The junior college differs 
from the hospital school by offer- 
ing low-cost nursing education in 
an academic atmosphere with eas- 
ier transfer of credits, should the 
student wish to change her course 
or go on to a degree. 


The junior college nursing school 
satisfies some of the requirements 
which nurses urge as essential to 
the sound future of nursing educa- 
tion. Some of these are: 


1) removal of nursing education 
from hospital control; 

2) tax support for nursing edu- 
cation; 

3) opportunity for nursing stu- 
dents to take so-called cultural 
subjects as well as nursing sub- 
jects; 

4) opportunity for student nurs- 
es to live in a college as do other 
professional students preparing for 
a profession; 

5) establishment of nursing ed- 
ucation in colleges; 

6) a system of nursing educa- 
tion in which credit for basic 
courses may apply towards ad- 
vanced courses for advanced levels 
of nursing responsibility; and 

7) a system in which student 
nurse education standards will be 
established by educators and not 
by service-minded institutions. 

The junior college nursing school 
combines some of the advantages 
of both hospital and university 
nursing schools. It provides a col- 
legiate education; it is a two-year 
course; it is low in cost to the 
student; it has great recruitment 
potentials with a strong local com- 
munity focus. Without direct cost 
to the hospital or the hospital 
patient, it offers a good balance 
between classroom and bedside 
learning. 

Whether or not the two-year 
course can produce a nurse equiva- 
lent to the three-year hospital 
graduate remains to be determined. 
Careful evaluations of the few 
students graduated to date indicate 
that the two-year pilot schools 
have done so. However, it is well 
to remember that only three small! 
classes have graduated and that 
the pilot schools have benefited 
from careful guidance throughout 
this period. 

We are convinced by the pilot 
schools’ experience that success 
depends upon adequate, joint prep- 
aration by the junior college, the 
local hospital and the local com- 
munity. Adequate preparation re- 
quires planning and organization 
carried out over a period of a year 
or a year-and-a-half. It is our im- 
pression that those who are work- 
ing most closely with the two-year 
program believe it is by far the 
most promising development in 
nursing education, either as an 
adjunct to, or a replacement for 
existing hospital schools. We also 
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believe that the greatest danger 
to its success will be precipitate 
establishment of courses and re- 
cruitment to them by junior col- 
leges without a long enough pe- 
riod of preparation. 

If experience shows the two- 
year junior college course does 
produce a first level hospital staff 
nurse, arid does recruit and grad- 


uate nurses in numbers that 
compare favorably with hospital 
schools, more and more hospitals 
logically should review their rea- 
sons for continuing to operate 
schools. Unless these reasons are 
really valid, many hospitals may 
very well give up their schools in 
favor of cooperating with the 
junior college two-year program. ® 


/ 
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should not exceed $425, with no 
charge for room and board. In 
theory, the nursing service contri- 
bution given by the hospital stu- 
dents during their clinical experi- 
ence periods is greater than that of 
the collegiate students, thus mak- 
ing it possible for the hospital 
school to reduce the tuition cost 
for each student. 

The important retention of au- 
tonomy, right of self determination 
and control of the two-year nurs- 
ing education program by the hos- 
pital school has been achieved at 
a definite cost. In the fwo-year 
course, just as in the conventional 
three-year hospital nursing course, 
all educational costs must be as- 
sumed by the hospital and are not 
shared by a third party educational 
institution. The faculty expense 
can be no less, and in fact, may be 
even greater than under the old 
three-year course. The scores of 
other educational costs remain dis- 
couragingly constant. This financial 
burden certainly goes a long way 
towards dampening the hospital's 
home-control enthusiasm when it 
considers the other alternative of 
giving responsibility, control and 
financial burden to collegiate in- 
stitutions. 

The differences between the col- 
legiate two-year nursing courses 
and the Pennsylvania Hospital’s 
course are notable but certainly 
not as significant as the similarities. 
Both are high quality educational 
programs designed to prepare high 
quality nurses. 

A review of the development of 
the Pennsylvania Hospital two- 
year program will emphasize and 
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illustrate the many similarities of 
purposes and of methods between 
it and the collegiate two-year 
course. 


The new hospital two-year pro- 
gram will be “a basic diploma, 
noncollegiate” course designed to 
give the student an understanding 
of the principles of the art and 
science of professional nursing. It is 
expected to provide each student 
with essentially the same educa- 
tional experience in two years as 
is currently supplied in three 
years. Careful integration and co- 
ordination of the nursing program 
have made possible this elimination 
of the third year. A more highly 
individualized teaching program 
has been developed within the 
school of nursing that will be of 
advantage to each student. Each 
student will have the benefit of 
working closely with faculty mem- 
bers and supervisors at all times. 

Such a program should prepare 
an excellent group of graduate 
nurses in one third less time. These 
students will be available to meet 
our nursing requirements earlier 
as well as stay active as profes- 
sional nurses longer. The time re- 
duction of the hospital course will 
materially reduce the cost of nurs- 
ing education for the student and 
her family. 

It has become increasingly dif- 
ficult to explain to the objective- 
minded high school graduate and 
her family the necessity for a 
three-year course for the nursing 
profession when such an educa- 
tion creates an earning potential 


only a little above, and all too 
frequently equal or below, earning 
capacities created by other two- 
year post-high school educational 
programs available in Philadel- 
phia. The shorter educational peri- 
od brings nursing closer in line 
with many other educational op- 
portunities offered to today’s big 
city high school graduate. 

Careful studies by our nursing 
school faculty indicated there were 
a number of curriculum changes 
required in the old three-year 
Pennsylvania Hospital nursing 
course—which incidentally had not 
been seriously evaluated in a num- 
ber of years. Some of these changes 
involved readapting certain sub- 
jects, and reducing the time spent 
on certain courses. After curricu- 
lum duplication and obsolete study 
materials had been removed, it 
appeared that the three-year 
course might be altered and per- 
haps converted to a two-year 
course. Such action would make 
the course far more valuable to 
the student and conserve many 
hours of the nursing instructors’ 
time. The students would study 
the nursing essentials only. 


A great number of provocative 
discussions and published materials 
have emphasized for most hospital 
administrators many factors re- 
lating to the supply of qualified 
nurses, their education and the 
proper utilization of nursing re- 
sources, But few, if any, really 
good answers, or suggestions of 
answers resulted from these ex- 
changes of concepts. The problems 
were just being restated constantly 
in different terms. Some at the 
Pennsylvania Hospital became a 
bit impatient with this constant 
redefinition of the problem and 
reiteration of possible approaches 
to it. It was suggested it might be 
time to dig in and move on. It was 
felt that the plans and possibilities 
which have been discussed during 
the past decade should be imple- 
mented and thus put on trial. 

After deciding to push ahead 
with an action program centering 
about a two-year nursing course, 
our courage failed us somewhat. 
Caution was a strong element. 
Once again we searched the North 
American continent to learn if 
others had ventured into this un- 
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known area. Frankly, it would 
have been far more comforting to 
observe the results of such a new 
program at some other nursing 
education center. Much to our re- 
gret, a program having the char- 
acteristics which we believe to be 
essential for a good test could not 
be found. We restudied our plans. 
Again, we decided that the time 
for action had arrived. Courage 
was once more manufactured, and 
we concluded that even though our 
small efforts might not fill the ap- 
parent void they would certainly 
be of value, In a field where there 
is little competition, any effort is 
significant. With the calculated 
risk in mind, the new program was 
approached. 


FAVORABLE FACTORS 


The Pennsylvania Hospital was 
fortunate in having a very excel- 
lent director of nursing, Miss 
Helen G. McClelland, R. N., who 
was a great factor in influencing 
the decision to initiate the two- 
year nursing program. Having a 
capable, respected and strong per- 
sonality to direct this program has 
been a large factor in its devel- 
opment, 

A well-developed auxiliary nurs- 
ing personnel program made it 
possible to assign many simple 
routine nursing tasks to this group. 
This relieved the hospital's de- 
pendency upon the students from 
the nursing school for many serv- 
ice functions and helped to resolve 
some of the unending competition 
between the nursing school and 
nursing service for the time and 
interest of the students. Thus, the 
auxiliary nursing workers have 
made the clinical environment of 
the hospital wards more valuable 
as an educational resource. Efforts 
are constantly being made to 
strengthen the auxiliary nursing 
program so that two-year student 
nurses will be able to use their 
clinical ward experience more for 
educational purposes and less for 
routine service duty. 

Good performance, publicly rec- 
ognized, has given the school of 
nursing a certain degree of accep- 
tance and recognition. Nursing 
classes have never been large, but 
the school has made every effort 
to prepare high quality graduates. 
The new program is merely a con- 
tinuation of this general policy, and 


not a means to substitute a policy 
of high quality for one of poor 
quality and a greater number of 
students. 


DEVELOPMENTAL PLANS 


Having accepted the idea of 
offering a basic two-year nursing 
course, we needed to outline a plan 
to institute the program. Over a 
period of months this plan devel- 
oped as follows: 

First, application was made, and 
negotiations were completed with 
the John A. Hartford Foundation 
in New York to secure a grant of 
$100,000 to be used over a four- 
year period to develop a basic two- 
year nursing course at the Penn- 
sylvania Hospital and a four-year 
collegiate degree course at the 
Drexel Institute of Technology. 
The two programs are to be devel- 
oped independently by the facul- 
ties of the two schools with the 
understanding that the clinical fa- 
cilities at the hospital will be avail- 
able for the educational purposes 
of both schools. This development 
has been most harmonious, the fac- 
ulty members of both schools ben- 
efiting from association with each 
other, Approximately $23,000 has 
been tentatively allocated to the 
four-year nursing course, and the 
balance of the grant, $77,000, to 
the much larger, more complex 
two-year course at the hospital. 

Consultations with leading nurs- 
ing educators were held. Whenever 
possible these educators came to 
the hospital to join in discussions 
with the entire school faculty. 

Preparation of the course out- 
line, teaching schedules and ar- 
rangements were begun, and the 
curriculum was presented to the 
Pennsylvania State Board of Nurse 
Examiners. The director of nurs- 
ing, assistant director of nursing 
and the administrator made this 
presentation personally. The nurse 
examiners approved the new pro- 
gram, indicating interest in the 
new educational effort and seeming 
anxious to assist in every way. This 
formal approval removed one of 
the most serious of the possible 
obstacles to the program’s success. 

After securing approval of Penn- 
sylvania nursing authorities, schoo! 
officials attempted to determine the 
acceptability of the two-year hos- 
pital school idea in other states. 
Twenty-nine states reported they 


would permit nurses from two- 
year schools of nursing to register 
and practice within their state, 
while eight states said they would 
not. A new nursing information 
officer was employed. She was 
given the responsibility of estab- 
lishing better contacts with sec- 
ondary school officials throughout 
Pennsylvania, New Jersey and 
Delaware and interpreting the new 
school of nursing program to them. 
Local nursing organizations were 
also included in this program. An- 
nouncements of the new two-year 
project were sent to 1,300 second- 
ary schools within several hundred 
miles of Philadelphia, and bro- 
chures and posters explaining the 
new two-year educational effort 
were prepared. 

During this planning and devel- 
opmental period many conferences 
between the hospital nursing serv- 
ice and the nursing school repre- 
sentatives were on a most serious 
level. The time and sequence for 
student clinical rotations proved 
to be the subjects most capable of 
producing gray hair. Each of these 
instances was carefully and tact- 
fully explored by the nursing edu- 
cation director. Discussions, how- 
ever difficult, were never avoided. 
At times it seemed that attendance 
at these discussions would have 
been good basic training for the 
junior diplomatic corps of the State 
Department. The new program 
could not have progressed to this 
point without capable and diplo- 
matic direction. 

Now that some perplexing deci- 
sions have been made, and it is 
possible to evaluate them with 
some perspective, it is hard to un- 
derstand just why there was so 
much concern originally. The re- 
sult has not been detrimental to 
either the nursing service organi- 
zation, or the educational interest 
of the students. Such perspective 
is not always possible in the heat 
of battle. 

Pennsylvania Hospital has been 
most fortunate in finding a group 
of leaders who not only are quali- 
fied, but who possess the vision and 
energy to explore and develop a 
pioneering effort. Our experience 
indicates that from among the 
hundreds of nursing educators, 
few have these qualities, together 
with the desire and courage to de- 

(Continued on page 91) 
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by using common 
sense and 
asking simple questions 


by CELESTE K. KEMLER 


yma AND METHODS ex- 
aminers, methods engineers, 
industrial engineers, management 
engineers —- who does what and 
why? What kind of survey do they 
conduct? Will it fit our needs? How 
much does it cost? 

We asked ourselves these ques- 
tions when we realized that a sur- 
vey of our dietary department was 
needed as the first step in improv- 
ing its operation. 

Having a very limited budget— 
and certainly one which would not 
permit the employment of any one 
of these variously titled engineers, 
we were inclined to believe that 
the best way of making this study 
was simply to evaluate the work 
done in that area ourselves. 

Since no one was available with- 
in our organization to make this 
study, the job—-as happens in many 
cases—-fell into my lap. My only 
qualification to direct such a sur- 
vey was that I realized the depart- 
ment was operating inefficiently. 

I relied on notes taken at various 
institutes, referred to the work of 
the American Hospital Association 
Committee on Methods Improve- 
ment and read various articles 
published in journals concerning 
management and methods im- 
provement. 

First, we asked ourselves, “How 
are we going to go about it?” From 


Celeste K Kemler is administrator of the 
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presented at the Oklahoma State Hospital 
Association convention, November 1034. 
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the above mentioned sources, we 
knew we had to (1) define the 
problem and (2) decide how we 
are going to tackle that problem. 
We must get the essential facts on 
our present operation; we must 
study the job as it is now being 
done. The person making the study 
is the only one who can watch the 
operation and separate wasted 
from productive motion. We must 
check the design of the work area, 
the arrangement of equipment, the 
time now allocated for a given 
function, how many steps are taken 
carrying something which could be 
stacked at the side of the worker, 
how much time is spent getting off 
a chair to reach for something that 
might be at arm level. 

Most of us do not feel that time 
is lost when we reach out for a 
pencil; however, one such motion 
requires from one to ten seconds. 
Multiply it by many motions, by 
many people and then multiply 
that by 365 days a year and the 
result is quite sizable. With money 
there’s an old saying that if we 
look after the pennies, the dollars 
will take care of themselves. With 
time, if we look after the minutes 
the hours will take care of them- 
selves. 

I spent approximately four hours 
a day for four months in the dietary 
department directing the study, 
and we believe that the savings 
that were effected will justify the 
amount of time spent by top man- 
agement in this effort. 


' YOU CAN BE YOUR OWN EFFICIENCY EXPERT. 


Our problem, we believed, was 
too many employees with resulting 
heavy payroll costs. Why did we 
have too many employees? Because 
the methods being used and the lo- 
cation of equipment were resulting 
in lost motion. 

Our aim was to reduce the num- 
ber of personne! in the dietary de- 
partment and thereby cut the pay- 
roll load. We expected this would 
lower over-all dietary costs and 
improve our dietary service. We 
hoped to get meals to our patients 
at an hour more in keeping with 
mealtime in their own homes. We 
hoped to have greater control over 
purchases and issuances in dietary. 
In general we hoped to have a 
more effectively operating depart- 
ment with less and happier per- 
sonnel. 

Our budget being limited, we 
were not in a position to purchase 
new equipment, although we knew 
that this would greatly increase our 
efficiency in some instances. So, 
exactly how did we start? 

Well, we started with an alumi- 
num clip board, loaded with blank 
sheets of paper, two or three pen- 
cils, an eight-inch ruler, a stop 
watch and the knowledge that our 
particular step was three feet long 
and we could step off floor space 
without having to measure it. 

The first day in the dietary de- 
partment, we explained to the 
dietary department personnel what 
we were trying to do. We pointed 
out that we were not there to 
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criticize work or to watch individ- 
uals particularly, but that we felt 
there was an easier way for them 
to do their job. We told them jobs 
were not in jeopardy and should 
this survey show that the dietary 
department could do its job more 
efficiently with less personnel that 
they would be used elsewhere. We 
wanted them to feel secure and 
that the survey was being con- 
ducted to help them. 

With this beginning, we had the 
cooperation of everybody in the 
department. We asked employees 
to go about their work as usual, 
doing exactly what they would do 
if we were not there. In other 
words, we wanted them to com- 
pletely ignore us, For several days 
we watched various operations. 
We watched food preparation in 
the vegetable room and timed the 
people as they went about their 
various jobs. We timed the trips 
from the vegetable preparation ta- 
ble at one end of the room to the 
walk-in refrigerator in the center 
of the room, back to the table for 
preparation and back again to the 
refrigerator for storage. 

We timed trips from the potato 
bin at one end of the room to the 
potato peeler in the near center of 
the room, back to the sink for 
water to wash the potatoes, back 
to the table to take the eyes out of 
them, back to the sink to wash 
them again, and then to the re- 
frigerator for storage. It’s amazing 
how much time can be consumed 
in one month by one woman simply 
walking a distance of 20 or 30 feet. 

We drew workflow diagrams,— 
remember the ruler, part of our 
starting equipment. Its purpose 
was to help us to draw straight 
lines with arrows pointing which 
way people went in performing 
their jobs. Curved lines were 
drawn to indicate where employees 
had to take additional steps to 
walk around equipment. We indi- 
cated the time it took a person to 
get to a given point and to get 
back again. 

We watched the people as they 
scraped the trays which came back 
on the conveyor (ours is a central- 
ized food service). We timed the 
dishwasher to find out how much 
his work was slowed up when the 
scrapers did not get all the food 
off the plates—and he had to re- 
scrape them. We timed the cooks 


34 


in mixing up a cake batter and in 
preparing an icing. We timed our 
people in cutting up chicken and 
in dipping ice cream from a bulk 
container. In fact, we timed every 
job in our dietary department. 

We timed the tray conveyors 
from the time they went up to 
the floors until they were back 
again with different people on the 
conveyors each time. We estab- 
lished what we felt was a normal 
length of time in which all these 
jobs should be done, if everyone 
did his work. 

Armed with these facts we then 
began to assemble our dietary per- 
sonnel in small groups—we have 
17 people in the department. For 
example, we would assemble our 
tray girls and with illustrations 
and diagrams show them how 
much time they lost by setting 
their trays up ahead of time on 
separate racks when they might 
set them up and put them directly 
in the conveyor. We were able to 
point out how much time they lost 
by taking a loaf of bread—reaching 
in and putting a slice on each bread 
and butter plate, before serving 
them-—when they could set the loaf 
on a serving table—and as the cook 
handed the tray girls the hot plate 
«they could simply reach in the 
bread wrapper—pull out a piece 
of bread with the other hand and 
lay it on the bread and butter plate. 
By using two hands they were 
able to save approximately 30 min- 
utes per day. This was the time 
it took during the three daily meals 
to put that piece of bread on the 
tray ahead of time. In addition, 
this one simple operation got the 
‘read to the patient in a fresher 
condition—it did not have an op- 
portunity to dry out in the heated 
conveyor, 


There were some other results 
of this modified time and motion 
study which are of interest. We 
switched entirely from homemade 
cakes to packaged cake mixes. We 
have developed quick frostings, 
which we believe are as good as 
those we previously made. 

We are buying frozen chicken 
pieces instead of buying chicken 
and cutting it up—with the backs 
and wings ending up as garbage. 
We found that in making chicken 
pie, chicken and noodles and other 


chicken dishes, we could save four 
hours a week by buying a canned 
chicken fricassee. We get large 
pieces of chicken this way and 
can make any of the hot casserole 
dishes that we like to serve for 
lunch. It formerly took two hours 
to pick enough meat from the 
whole chickens to prepare these 
dishes. We buy quality canned and 
frozen vegetables and fruits and 
prepare no fresh vegetables except 
those used in salads. We are ex- 
perimenting with a new instant 
mashed potato to eliminate peeling 
potatoes. We buy petite size marsh- 
mallows instead of spending time 
cutting them up and chopped nut 
meats instead of halves. 

We've bought new spun glass 
trays with a tray cover already 
embedded in it—so there is no 
need for the tray girls to waste 
time putting on tray covers. We 
found that this saves an hour and 
ten minutes per day in addition 
to sending a much more attractive 
tray to the patient. 

The silver used to be wrapped 
in a napkin to make it easier to 
pick up; this has been eliminated, 
resulting in a better looking tray 
and a tremendous saving of time 
for the people who had to wrap 
silverware. 

When we first began considering 
reworking our dietary department 
in an effort to find easier ways to 
do the varied jobs, a committee of 
our medical staff and our dietitian 
worked together to set up a diet 
manual. This followed the general 
trend of the approved diet man- 
uals but was varied to fit our par- 
ticular needs. 

These diet manuals are mimeo- 
graphed and bound. Additional 
pages are mimeographed for each 
type of diet. These are filed in our 
dietary office. When nursing serv- 
ice calls saying that the patient 
in Room 122 on an 1,800 calorie 
diet needs a 180 gm carbohydrate, 
80 gm protein, 80 gm fat discharge 
diet, the girl in our dietary office 
opens the file, pulls out that par- 
ticular diet and its variation, takes 
it up to the patient and explains 
it to her. There is no waiting while 
someone types the diet nor is there 
any waiting while the dietitian 
calculates the quantity. This system 
has been in effect in our hospital 
for about a year. We find that it 
saves time and when a dietitian 
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is not available, the other dietary 
personnel can start any diet on 
a patient without waiting for it 
to be calculated. 

Other time saving changes have 
been made as a result of this very 
modified time and motion study. 
We converted an old storeroom 
into a walk-in, deep freeze unit 
which is 8 x 8 in area. We can 
store large quantities and varieties 
of canned and frozen vegetables, 
fruits and frozen portioned meats. 
In this way we always have plenty 
of food on hand for variations in 
diets or last minute changes in 
the standard menu. 

The survey uncovered time con- 
suming work methods—some of 
them, were not a surprise to me. 
I knew, for example, that silver 
was being rolled in a napkin; I 
used it that way at every meal. I 
knew we were picking chicken off 
the bone for casseroles. I knew 
many trips were being made across 
a 30 foot room to complete vege- 
table preparation. But until I actu- 
ally timed the procedures, I would 
not have believed so much time 
was being wasted. 

We are now getting more pro- 
duction from the same floor space 
and the same equipment, and we 
are getting it with less confusion. 
The operating expenses of the de- 
partment have been reduced by 
$300 per month by implementing 
these new procedures. One day 
each week is still set aside to check 
this department and additional 
changes will be made as they are 
felt to be necessary. 

This very modified time and mo- 
tion study was not done-in an 
effort to discredit the professional- 
ly qualified dietitian who had been 
in charge of the department. How- 
ever, it is my opinion that in many 
instances department heads have 
a tendency to cling to traditional 
ways of doing things and to avoid 
exploring labor saving manage- 
ment tools. I think very often they 
are inclined to believe that since 
they were taught to do something 
a given way, or since it was being 
done that way when they came 
into a hospital, it is not their re- 
sponsibility to find any easier way 
to do the job. I believe it is the 
administrator who is at fault when 
department heads are not made 
aware of their responsibilities in 
finding more efficient work meth- 
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ods. I think administrators are also 
at fault when department heads 
try to help production by doing the 
job themselves and thereby neglect 
the more important duties of plan- 
ning, organizing, controlling and 
above all, changing for improve- 
ment. 


AN EVALUATION ONLY 


It is not intended that this case 
study be considered a time and 
motion study; it was simply an 
evaluation of a particular hospital 
operation. It was not«-done by an 
efficiency expert or any of the 
variously titled engineers. It was 
made by a person whose experi- 
ence in methods improvement was 
very limited but who believes that 
every individual working within 
an area has some ideas for improv- 
ing the operation within it. Wher- 
ever people are joined to achieve 
an objective, we need collaboration 
of every technical, professional and 
trade person within that organiza- 
tion who can possibly help solve 
the problem at hand. 

Actually there is nothing new in 
the scientific approach to the study 
of a problem; it has been un- 
changed through the years. 

l. Identify the problem. 

2. Collect the facts related to it. 

3. Carefully study those facts. 

4. Develop a number of alterna- 
tive solutions to your problem. 

5. Select what you believe to be 
the best solution. 

6. Install that solution and fol- 
low through. 


1,255,728. 


Table 22, pege 62: The total number of nurses (exclusive 
of private duty nurses) employed in U.S. Hospitals with 
less than 25 beds should be 4,084 rather than 4,184. 


As we watch the new operation 
we must not be afraid to admit 
that perhaps we made a mistake 
and should have used another 
solution. 

Any problem great enough to 
cause us to search for a solution is 
also great enough for us to admit 
that the conclusion we reached may 
not be the right one. Perhaps we 
need to go back and start from the 
beginning. 

We need to remember that the 
thought with which each of these 
steps is taken and the importance 
we attach to each step will be 
the determining factor in the end 
results, 

Now that we know that a modi- 
fied management study is not dif- 
ficult to carry out, we will make 
sure that every department in our 
hospital comes under the scrutiny 
of this too seldom used manage- 
ment tool. And that each depart- 
ment head is taught to use :t in 
his own management job. 

For at least one person the 
words, management improvement, 
methods improvement, time and 
motion studies, and all the rest of 
the high sounding management 
tools, cease to be overwhelming. 
I realize that using plain ordinary 
“horse sense” when looking at the 
various work areas in our institu- 
tion... and asking the simple 
question, “How can this job be 
done better at less cost tomorrow 
than we are doing it today?” is, 
in its finest sense, management im- 
provement. 


administrators guide issue errata 


The following .errors in the Hospital Statistics section of 
the 1955 Administrators Guide Issue of HOSPITALS, JOURNAL 
OF THE AMERICAN HOSPITAL ASSOCIATION, (Part II, August 
1955) have come to our attention. 

Table 6 and 8, pages 12 ond 16: In these tables, 18 of the 
general hospitals operated by nonprofit associations were 
incorrectly subclassified in the “all other” rather than the 
“general” category. Copies of these tables with the cor- 
rected subclassifications are available in mimeographed 
form from the American Hospital Association. 

Table 10, pege 18: The number of admissions to general 
hospitals in Pennsylvania should be 1,255,278 rather than 
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“The primary requisite of a hospital disaster 
plan is that it be flexible to the extent that it 
can be quickly adapted to meet any situation.” 


ISASTER SOUNDS no forewarning.§ knell. 
Where it will strike, when, how—no one 
can predict, 

Whether it be flood, fire, hurricane or tornado, 
every year several communities will experience 
a major disaster. If hospitals are prepared to 
meet the service demand that such catastrophes 
require, it is possible that many lives might be 
saved, 

Woonsocket (R. I.) Hospital has developed a 
get maximum 
use of all its facilities in the event disaster 
strikes, The 14-point plan, formulated by the 
hospitai's department heads, establishes step-by- 
step instructions for every department and each 
hospital employee. Special classes point out the 
role each employee will play, and unexpected 
drills at which everyone is expected to be at his 
proper station keep group and individual inter- 
est in the plan alive. 

Knowing that the hospital is prepared to meet 
a major disaster has a salutary effect on all con- 
cerned, It causes the employees to realize that 
each is a valuable member of a team that is on 
guard to protect the community at all times. It 
implements hospital public relations in that peo- 
ple in the community are pleased to learn that 
their hospital is prepared to cope with unex- 
pected and devastating disasters. This tends to 
increase their confidence, admiration and sup- 
port of one of the most important citadels in any 
community—the voluntary hospital.J. Dewey 
Lutes, FACHA, superintendent, of the 175-bed 
Woonsocket (R. 1.) Hospital. 

Highlights of the Woonsocket plan are de- 
picted in this picture story, taken during one of 
the periodic drills. 


1. Prinet les of Disaster Planning for Hospitals (p. 5). 
American Hospital Association, 1966. 


a 


The call goes out—OPERATION— 
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A control center, under the direction of the superintendent or other 
person whom he may designate, is established in the hospital lobby. 
DISASTER. Key figure in Its purpose is to control, regulate and coordinate all disaster services, 


summoning individuals 
to duty is the switchboard 
operator who telephones 


the list of persons to be 
contacted. All telephone All employees must have an identification card to pass 


through security lines on their way 
conversations are made gh security | ym their way to and at the hospital. 


as brief as possible. 
Telephone conversations 
are limited to 
requirements for handling 
service to disaster 
patients. The local 
telephone company is 
directed to prohibit 
incoming calls unless 
such calls are needed by 
the hospital to 
assist in the care of 
disaster casualties. The 
load of the switchboard 
is limited to permit 
open trunk lines 
at all times. 
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The local station broadcasts news. of the disaster and requests all hospital 
personnel to report for duty. This is part of the hospital’s notification sys- 
tem. A hospital employee hears the news and prepares to report for duty. 


All employees report to their 
respective departments for 
assignment. Those not needed 
are sent to the lobby control 
center for assignment elsewhere. 


| \ 


A pharmacist moves out 
previously prepared 
trunks filled with 
pharmaceutical disaster 
supplies. 
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Hospital bed patients whose condition permits removal 
from their beds are seated in chairs in the corridor just 
outside their rooms. Their beds are then available for 
disaster patients until other arrangement can be made. 


An ambulance crew carries a 
stretcher patient into the 
emergency entrance of the hospital. 
Guards, posted at all entrances 
to the hospital grounds, control 
incoming traffic. Avoiding 
congestion in and around the 
hospital, particularly the 
emergency entrance, is vital in 
providing prompt, efficient 
service to the injured. 


Central supply personnel load 
trucks with needed equipment for 
disposition to various parts of the 
hospital. Requests for needed items 
are telephoned to central 

supply and dispatched by runners. 


a 


The hospital auditorium is 
converted into a first aid station. 
An initial amount of essential 
supplies is sent to first aid stations 
at once. All supplies thereafter 

are requested from general stores 
and transported by runners. An 
agreement with hospital supply 
sources permité delivery by plane 
or police escorted trucks whatever 
might be needed. Telephone 
numbers where these firms may 

be reached after regular business 
hours are posted at proper 

stations in the hospital. 
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A nurse and an aide tag an incoming 
patient. Each patient is furnished with a 
pre-numbered tag. For expediency, all patients 
are identified by tag number rather 

than name. Medication and any other pertinent 
information are recorded on the tags to 
prevent duplication of treatment. Tags are 

not removed until all the information on 

them has been incorporated in the 

patient’s clinical chart. 


The chief of staff confers with the 
radiologist and technicians to work out 

a schedule for x-raying the injured, 

thus eliminating bottlenecks 

and gaining maximum advantage from the 
available equipment. 


Members of the surgical staff perform 
an emergency operation on a 

disaster patient. All medical staff 
members are alerted when a disaster 
occurs and report for duty as 

soon as possible. No scheduled operations 
are performed except those in 

process at the time 

the disaster is known. 


—phetes by Robert M. Mottar, Scope Associotes, inc. 
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UNDAY, January 29, was a cold 
S and rainy day in Brooklyn, 
Maryland. It was a good day to 
stay home by the television. It 
was also a good day to join with 
‘friends and neighbors for an after- 
noon of good fellowship. In Arun- 
del Park Auditorium some 1,100 
persons had gathered for such an 
afternoon. The occasion was the 
annual oyster roast sponsored by 
St. Rose of Lima Catholic Church. 
At 5:00 p.m. festivities were in 
full swing, the lively hum of con- 
versation blending with music 
from the orchestra. Suddenly, hor- 
rified guests looked up to discover 
the ceiling a roaring mass of 
flames. 

Within half an hour the roof 
had collapsed; meanwhile, the 
panic-stricken guests fought, bat- 
tled and crashed their way through 
doors and windows to get out. 

A disaster had occurred. Like 
all disasters, this was sudden and 
unexpected. Now the care of the 
victims was the responsibility of 
the community—its social agencies, 
its police, its fire departments and 
its hospitals. 

At approximately 5:08 p.m. the 
first alarm was received by the 
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Brooklyn Community Volunteer 
Fire Company. This company also 
operates an ambulance service. Lt. 
Edwin E. Butz Jr., one of the two 
paid employees of the company, 
responded and sounded a general 
alarm to all fire departments in 
the vicinity. This alarm brought 
20 volunteer fire departments and 
16 ambulances to the disaster 
stene. 

There are eight hospitals in the 
Brooklyn (a suburb south of Bal- 
timore) vicinity. The nearest to 
Arundel Park Auditorium is the 
184-bed South Baltimore Gen- 
eral Hospital. South Baltimore 
General received first notice of 
the fire when the first ambulance 
arrived, Fortunately, notification 
of hospital personnel posed no 
problem. Because it was cold and 
rainy, most were at home watch- 
ing television or listening to the 
radio. Radio and television an- 
nouncements alerted personnel and 
many arrived at the hospital at 
the same time as the first casual- 
ties. The hospital's administrator, 
Donald T. Mills, and the director 
of nurses (who was already on 
her way) were notified by the 
surgery resident. 


comes to Maryland 


The first ambulance arrived at 
South Baltimore General at about 
5:40 p.m. From that time until 
7:00 p.m., casualties kept coming 
in a steady stream. At the disaster 
scene, ambulance crews worked 
swiftly to rush the injured to hos- 
pitals. All ambulances were inde- 
pendently operated. There was no 
over-all authority. Screening of 
the injured, and selection of the 
hospital to which they were to be 
taken, was left to the discretion 
of each ambulance crew. South 
Baltimore General Hospital, being 
nearest to the scene, received the 
majority of the injured. 

Learning of the disaster over 
television, Director Harvey Weiss 
of the nearby Sinai Hospital at- 
tempted to get in touch with Mr. 
Mills by phone to offer help. He 
couldn't get through. South Balti- 
more’s switchboard was jammed. 
Mr. Weiss finally contacted South 
Baltimore through the radio of a 
city police car parked outside the 
hospital and a team of 10 doctors 
was sent from Sinai to assist in 
treating casualties. Another hos- 
pital also tried to contact the hos- 
pital but couldn’t get through. 

In all, out of 200 ambulance 
cases, 120 were treated and 8 ad- 
mitted at South Baltimore General, 
Distribution of casualties among 
other hospitals located only a few 
miles away were as follows: 


Treated Admitted 


Mercy 

(301-bed) 13 8 
University 

(480-bed ) 14 
Johns Hopkins 

(995-bed ) 13 2 
Lutheran 

(191-bed) 14 l 
St. Agnes 

(217-bed ) 
St. Joseph's 

(250-bed ) 3 


South Baltimore General Hospi- 
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tal is located in the city of Balti- 
more. The disaster site, seven miles 
away, is outside the city limits in 
Anne Arundel County. The City 
of Baltimore Fire Department does 
not send equipment to a county 
unless requested by an authorized 
person—the county commissioner, 
chief of police or chief of the vol- 
unteer fire department, The City 
of Baltimore Fire Department can 
be reached from the county by 
telephone only. The radio systems 
of the city and county fire depart- 
ments operate on different fre- 


quencies. The City of Baltimore | 


Fire Department has an official 
policy for equitable distribution of 
patients to hospitals in the event 
of a disaster. 

Capt. Martin C. McMahon of the 
City of Baltimore Fire Department 
first heard of the disaster over a 
New York short wave radio, From 
this information he attempted to 
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Edmondson Ave 


find out the exact location of the 
disaster but failed. Then a fire 
fighter called to report that a gen- 
eral alarm was going and that help 
was needed. He was told to put 
his chief on. His chief wasn’t put 
on. Later the chief of the Ferndale 
police called, whereupon Capt. Mc- 
Mahon dispatched three fire en- 
gines and an ambulance to the 
disaster scene. A battalion chief 
was sent to investigate. No addi- 
tional fire engines nor ambulances 
were needed, but two were sent 
to stand by at South Baltimore 
General. When the Baltimore am- 
bulance arrived, some of the casu- 
alties were diverted to other hos- 
pitals. 


ADDITIONAL PERSONNEL REPORT 

On duty at South Baltimore 
General at the time the disaster 
occurred were eight registered 
nurses, six licensed practical nurs- 
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MAP OF THE Baltimore area shows the location of the disaster findicated by X) and the 
seven hospitals which treated casualties: (1) Mercy Hespitel, (2) University Hespitel, (3) 
Johns Hopkins Hospital, (4) Lutheran Hospital of Maryland, (5) St. Agnes Hospital, (6) 5S. 
Joseph's Hospital and (7) Sevth Baltimore General Hospital. 


42 


es, one supervisor, nine nursing 
aides and three orderlies. Upon 
hearing of the disaster, six ad- 
ditional registered nurses, three 
licensed practical nurses and two 
aides reported for duty bringing 
the total number of nursing per- 
sonnel to 38, plus the operating 
room staff, house staff, clerks and 
technicians. Five doctors were on 
duty and five others, not on duty 
but in the hospital, were paged. 
In addition to the regular accident 
quarters—a very large room con- 
taining two operating tables—-two 
observation rooms, directly across 
the hall from the accident room; 
the outpatient clinic, and the cor- 
ridors were used for treatment of 
casualties. 

Of the 120 treated, 8 were ad- 
mitted for burns, severed tendons, 
lacerations and shock. The rest 
were given outpatient treatment 
and sent home. Not one person was 
turned away. 

Although the hospital was able 
to take care of all demands made 
on it, Administrator Mills pointed 
out, “if a greatly increased num- 
ber of cases had arrived in that 
specific length of time, it would 
have precipitated a crisis and some 
of the patients might have been 
neglected. With the telephone 
wires clogged, we would have been 
prevented from calling for help.” 


NEW COMMUNICATIONS PLANNED 

To forestall such a contingency 
in the future, Mr. Mills has had 
five unlisted telephone lines in- 
stalled which can be used without 
going through the hospital switch- 
board. The hospital is also in the 
process of installing a fixed crystal 
short wave receiving set to monitor 
calls received by the dispatching 
station for the ambulances in Anne 
Arundel County. This will provide 
South Baltimore General with ad- 
vance information on accidents and 


‘disasters, where the ambulances 


are being dispatched and the num- 
ber of casualties. Such information 
will enable them to prepare for 
the emergency before the ambu- 
lances arrive. 

Complete records were obtained 
on 88 casualties; either no records, 
or incomplete records were ob- 
tained on about 40 casualties. 
These patients were in the first 
group to arrive. They were treated 
and asked to stand by for follow- 
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AT SOUTH BALTIMORE General 
Hospital (photos at right and on 
page 41) doctors and 

nurses work swiftly to administer 
emergency treatment to 

disaster casvalties. Over a hundred 
injured arrived at the hospital 
within a period of 

a little more than an hour. 


up and recording. Many in this 
group had friends or relatives still 
at the disaster scene and left to 
go back to the auditorium. The 
many persons seeking information 
on friends and relatives were kept 
out of the accident room and sent 
to the administrative offices and 
main lobby of the hospital to pre- 
vent the treatment area from being 
crowded with nonessential people. 

Verbal arrangements exist be- 
tween the hospital and the local 
police station (around the corner, 
one-half block away from the hos- 
pital) for control of vehicular and 
pedestrian traffic in the vicinity 
of the hospital. The performance 
of this function is “automatic” re- 
quiring no phone calls or other 
request. On Sunday, January 29, 
police took up positions in the 
streets around the hospital to di- 
rect traffic. Traffic lights were op- 
erated manually. Police also took 
up positions at the entrances to 
the hospital and in the accident 
room to restrict entry to all per- 
sons except hospital personnel, 
friends and relatives of casualties, 
and others on official business, and 
to help maintain order. In all, 16 
members of the city police force 
were on duty in or around the hos- 
pital. 

The South Baltimore General 
Hospital receives and treats about 
40 accident cases daily on week 
days and 80 accident cases daily 
on weekends. With this volume of 
accident cases it is geared, through 
use of standing orders and routine 
procedures, to handle emergency 
situations with respect to large 
numbers of accident cases. 

Physical injuries sustained 
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through efforts to get out of the 
burning building were almost equal 
in number to actual burns. Bruises, 
abrasions, injuries to shoulders, 
arms, ankles, and cuts and lacera- 
tions from broken glass comprised 
a great many of these. First aid 
was administered at the disaster 
to about 100 persons by Leonard 
H. Flax, M.D., who lives across the 
street. Drugs and dressings were 
provided by a local druggist. Two 
hundred pints of whole blood and 
100 pints of serum albumin were 
sent from the Washington, D. C. 
Red Cross Regional Blood Center. 
However, this was not needed and 
was returned. 

In all, over 200 persons were 
injured and 10 were killed. The 
ten dead, seven women and three 
young girls, had apparently been 
trapped in a corner and could not 
get out. 


The service rendered to the in- 
jured by the South Baltimore Gen- 
eral Hospital was commented upon 
in the following editorial which 
appeared in the Baltimore Sun, 
February 1, 1956: 

“An outstanding achievement 
connected with Sunday’s disastrous 
fire was the service rendered the 


injured by our hospitals—-among 
them South Baltimore General, 
University, St. Agnes, Johns Hop- 
kins, Mercy and Church Home. 
Because it was nearest to the scene, 
the bulk of the task fell on South 
Baltimore General, 

South Baltimore, like most of 
our private voluntary hospitals, is 
a modest institution, designed pri- 
marily to look after the people in 
the immediate neighborhood, In 
South Baltimore's case this area 
includes many industries with théir 
thousands of employees. But South 
Baltimore certainly was not de- 
signed to take care of the large 
number of emergency cases which 
it suddenly found on its hands on 
Sunday evening. 

Yet thanks to the valiant work 
of its staff it took care of all de- 
mands made on it. Not one person 
was turned away for lack of per- 
sonnel or facilities. This speaks 
wonders for its organization. 

The valuable work of the hos- 
pitals on Sunday night should be 
a reminder to the people of this 
community of the importance of 
supporting these voluntary insti- 
tutions so that they will be ready, 
as were South Baltimore and all 
the rest, to take care of an emer- 
gency.” 
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by FRANKLIN D. CARR 


fo ROLE OF the hospital pur- 
chasing agent is often ill-de- 
fined and misunderstood. As a 
result, some hospitals are not or- 
ganized to attract a capable pur- 
chasing agent; nor to make the 
best use of the agent they already 
have, 

An “agent” is defined as a “dep- 
uty,” or “one appointed to act for 
another.” In the fullest sense then, 
a hospital purchasing agent may 
be defined as one appointed to act 
for the administrator in all matters 
pertaining to purchasing. 

The job of spending 30 per cent 
of the hospital's budget is the basic 
role of the purchasing agent in the 
hospital. The role remains, but its 
importance is often scattered and 
lost among several persons serv- 
ing collectively as the purchasing 
agent. The role calls loudly for 
policy guides to values, but this 
call too often is drowned out by a 
maze of technical jargon and talk 
of “bargains” in the market place. 
The role rates a leading part on 
the management stage. 

The term “purchasing agent” is 
used in this article to refer to one 
person responsible for all purchas- 
ing activities, In hospital situations 
where several persons share the 
purchasing responsibility, each of 
these persons is a purchasing agent. 
In most situations where several 
” ‘Franklin D. Carr is administrator of the 


328-bed Detroit Memorial Hospital, De- 
troit. 
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people are cast in one role this may 
well be duplication of effort. 

In terms of modern management 
practice, the purchasing agent’s 
role as the administrator’s deputy 
is equivalent to staff officer status. 
According to this concept, the pur- 
chasing agent is an “assistant to” 
the administrator. As such, the 
purchasing agent is a_ specialist 
advisor and assistant who speaks 
with the authority of the adminis- 
trator throughout the organization 
on matters which are limited to 
purchasing. The purchasing agent 
is comparable in status to a mili- 
tary supply officer who acts on the 
authority of his commanding of- 
ficer. 


MUST HAVE AUTHORITY 


To fulfill his status as a “special- 
ist assistant to” the administrator, 
the purchasing agent requires au- 
thority. All his authority must be 
delegated by the administrator. To 
be effective, that authority must be 
commensurate with the scope and 
responsibilities of the job. Any 
limitation of authority limits the 
job. And finally, the purchasing 
agent's status and the extent of 
his authority must be known 
throughout the organization. 

Policy is another important item 
required by the purchasing agent. 
He needs a full set of board and 
administrative policy statements 
relative to all purchasing matters. 


Policies provide him with a track 
to guide his actions, to keep them 
in tune with the over-all purposes, 
interests and administrative atti- 
tudes of the hospital. The purchas- 
ing agent must know these policies, 
interpret them to others and base 
his judgments upon them. 

Definite policy guides make it 
possible for the administrator to 
delegate with confidence the au- 
thority .needed by the purchasing 
agent. Conversely, lack of policy 
deters any desire by the adminis- 
trator to delegate freely, and in fact 
makes it impossible for him to do so 
on any sound basis. Thus, lack of 
policy leads to lack of delegation 
and accounts partially for the fact 
that so many purchasing agents, 
so-called, are actually order clerks 
without decision-making authority. 

Next, the purchasing agent needs 
an outline of his functions, and 
areas of responsibility. It is funda- 
mental that the purchasing agent 
should know what he is to do and 
what is expected of him. For ex- 
plicit understanding, these items 
should be in writing. 


In the broadest sense, there are 
at least 11 generally prevalent ma- 
jor functions of hospital purchas- 
ing agents. Due to differences in 
the organization and size of hos- 
pitals, however, there probably are 
relatively few individual hospital 
purchasing agents who are respon- 
sible for all 11 functions. But all 
11 functions are included in this 
paper for general information and 
application where desired. These 
major functions, together with the 
related responsibilities and the 
type of policy guide needed for 
each, follow. 


one 
Determination of needs consist 
of answering three questions: 


What to buy? How much to buy? 
And, when to buy? 


WHAT TO BUY 
Responsibilities: To assist in the se- 
lection of all items for purchase. 
To purchase only those items which 
meet the specific job requirements 
and help perform the total job of 
patient care in an effective and 
desirable manner. 


(Continued on page 64) 
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yee I HAD the opportunity 
to hear Dr. Crosby give the 
main address at the annual meet- 
ing of the Chicago Hospital Coun- 
cil. It was an excellent end to 
another well organized program by 
James Gersonde, who doubles in 
brass as executive director of both 
the Chicago Hospital Council and 
the Illinois Hospital Association. 

One fact stated by Dr. Crosby 
in his talk points up some of the 
responsibilities carried by the 
American Hospital Association in 
its national role in the health field. 
This statement had to do with the 
fact that well over 200 bills direct- 
ly concerned with health care are 
introduced in each session of Con- 
gress. Not all of these have major 
significance but each has to be 
studied by the Association to de- 
termine its possible implications to 
the health field in general and to 
hospitals in particular. 

Study of proposed legislation 
implies more than just understand- 
ing its contents. It means evalua- 
tion and that in turn presupposes 
criteria by which to evaluate. 
Without such criteria, the Associa- 
tion’s position on any given bill 
could not be determined by its 
officers and staff. General policies 
are not sufficient. Those who repre- 
sent the Association must be pre- 
pared with specific principles on 
the specific issues which each bill 
proposes to treat. Over the years 
the Association has developed and 
continuously refined, at a cost of 
countless hours of committee, 
council and Board time, sets of 
principles which outline its posi- 
tion on all the major issues and 
problems in the health field. 

The other night as Dr. Crosby 
listed a number of the issues on 
which action will doubtless be 
taken in the current session of 
Congress, I found myself wonder- 
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ing if every one in the audience 
was fully informed as to what the 
Association believed about each of 
those issues. Did we know why the 
Association believed the way it 
did? Were we sufficiently well in- 
formed on those issues to carry 
out responsibly our role as one 
of the health leaders in our own 
communities? 

In the long run the national is- 
sues will be settled by what people 
think, and fail to think about, at 
the local level. National associa- 
tions can wield strong influence 
over the short run by presenting 
facts and logical arguments. But 
in a democracy facts and logic 
ultimately have to give ground to 
general opinion. One of the un- 
fortunate aspects of most issues 
involving the health field is their 
complexity. The issues are tech- 
nical and intricate and not easy 
to understand. Informed leadership 
is necessary in order to assure in- 
formed general opinion on those 
issues. 


URING FEBRUARY the Blue Cross 

membership passed the fifty 
million mark. This unbelievable 
growth occurred in slightly over 
25 years. If one tries to ponder 
the reason for such staggering 
acceptance of Blue Cross, there 
are several factors that come to 
mind. Obviously there was a need 
for a prepayment plan inasmuch 
as no such ‘plan was available to 
the general pyblic at the time Blue 
Cross was conceived. This vacuum 
factor can’t explain Blue Cross 
growth however, for it didn’t take 
long before the field was flooded 
with prepayment plans of all pos- 
sible varieties. The nonprofit char- 
acteristic of Blue Cross doubtless 
had some influence. But this fac- 
tor can’t be given too much weight 
in the face of the fact that most 


of our largest insurance companies 
are mutuals and therefore non- 
profit. 

Hospital support of Blue Cross 
has of course been a strong factor, 
but to say that this is the biggest 
factor assumes that hospitals have 
been equally successful in other 
efforts to which they have given 
support. It is my personal convic- 
tion that the idea hospitals were 
supporting has been the most im- 
portant element in the Blue Cross 
story. The service concept is the 
unique feature of Blue Cross so 
far as the public is concerned. The 
public - believes that prepayment 
for hospital care should mean just 
that, and should not represent a 
game of chance between a minor 
illness and a major illness. 

In one way, hospitals can claim 
the credit for the success of Blue 
Cross and the hospitalization cov- 
erage sold by insurance companies. 

The public’s recognition of the 
value of hospital care had to be 
established before the public desire 
for any sort of hospitalization plan 
could be created. The dramatic 
growth of Blue Cross can be in- 
terpreted as a vote of confidence 
for the hospitals which provide 
the .service that Blue Cross sells. 
Actually, that confidence, as dem- 
onstrated by the willingness with 
which the public enters the hos- 
pital, creates one of the major 
problems confronting Blue Cross. 
How hospitals and the medical pro- 
fession help Blue Cross with this 
problem will in large part deter- 
mine the growth and the nature 
of Blue Cross in the next 25 years. 


Ray €. Brown, president 
American Hospital Association 
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fessional, 


ABOVE, RESIDENT physicians often dis- 
cuss cases with the caseworker and 
refer patients for possible social assist- 
once that might be a factor in a po- 
tient’s ailment ond subsequent recovery. 


RIGHT, INTERVIEW with a member of the patient's family is the social worker's 
first step in following through on her meeting with the physician handling the case. 


S EACH PASSING year adds to the 
A upward trend of expenses and 
to increased deficits in the volun- 
tary hospitals throughout the na- 
tion, managing boards and admin- 
istrators find it necessary constantly 
to re-examine services with an 
eye to economy. The aim is to 
adjust or even to eliminate serv- 
ices which are found to rank low 
in the list of necessities in order to 
insure the maintenance and devel- 
opment of more important services. 
It is against such a background 
that we pose the question: medical 
social service-——necessity or luxu- 
ry? Granted that social service in 
the hospital is desirable, does it 
have a high or low priority in the 
list of necessities” 

Administrators and boards in 
many hospitals are doing such an 
assay today. Their conclusions are 
vital to the patient and to the hos- 
pital as well as to the field of med- 
ical social service. Where social 
service is judged a necessity, the 
department has every encourage- 


Martin R. Steinberg, M.D., ia director of 
the 1,002-bed Mount inai Hospital in New 
York City. Doris Siegel is director of the 
hospital's social service department. 
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ment to grow in size and impor- 
tance. Where it is not judged a 
necessity, the department = slips 
down in the list of priorities and, 
in today’s climate, is discouraged 
and handicapped. 

In a large measure the con- 
clusions of any assay depend on 
the objectivity of the assayer and 
the techniques employed. As the 
administrator runs his eyes over 
the list of his hospital’s services, 
he quickly passes over several 
which may entail a major expense 
but which are universally recog- 
nized as necessities. Into this cate- 
gory usually fall nursing, dietetics, 
housekeeping, engineering and 
general maintenance, pharmacy 


RIGHT, TOY-STOCKED 
weiting room in the 
pediatric social serv- 
ice office at Mount 
Sinei Hespitel, New 
York City, keeps chil- 
dren happy and quiet 
while parents meet in 
private, seound-proof 
interview rooms with 
caseworkers. 


medical social service— 
necessity or luxury? 


by MARTIN R. STEINBERG, M.D., and DORIS SIEGEL 


and accounting. He does not specu- 
late about whether the hospital can 
get along without any of these. 
They are considered fundamental. 
For these the administrator wres- 
tles only with quantitative decis- 
ions. How much is necessary? What 
quantity of trained personnel is 
available, what is the cost, and 
where can the income be found? 


SIMPLE SOLUTIONS CAN MISLEAD 


Social service is not as univer- 
sally recognized as a necessity and 
where it is so prejudged the ad- 
ministration is likely to apply the 
technique of avoidance. The test 
of avoidance is to cut back the 
quantity of a service by reducing 
personnel and trimming other ex- 
perises for a trial period. At the 
end of the trial period, an evalua- 
tion is made of the result of the 
loss of service. If no harm or little 
harm has ensued, the new lower 
level is maintained or even re- 
duced, This kind of test seems rea- 
sonable. It is certainly simple. Un- 
fortunately, like so many simple 
solutions, its only useful quality 
is its simplicity. Examined below 
the surface the flaws become ap- 
parent. 

Suppose we were to apply such 
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hospitals 
can’t afford 

part-time 

diuretics 


Maximum therapeutic benefit with minimal side 
effects—rapidly achieved —are the criteria for 
drugs most valued in hospital practice. 


That is why more hospitals choose MERCUHYDRIN 
as the injectable which almost invariably gives 
more rapid relief of heart failure. Once patient's 
acute symptoms are controlled, NEOHYDRIN, the 
most effective oral diuretic, maintains their im- 
provement. It continues steady diuresis, requires 
no rest periods and rarely requires discontinuance 
because of side effects. 


for full-time, every-time diuresis 


MERCUHYDRIN 
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TABLET 
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a test to dietetics. For a test period 
we could dispense with some of 
the dietitians in the hospital. At 
the end of the period we might 
find that very little harm has come 
to the patients. Here and there a 
patient might have been given food 
that was contraindicated and an- 
other few might not have received 
the best dietary regime. But these 
patients might pass unnoticed and 
by and large the staff might seem 
satisfied. Obviously if we were now 
to conclude that we could get along 
without dietitians we would come 
to grief. The fact would be that 
we had proved nothing. We cannot 
avoid the need for professional 
dietetic service. What we were do- 
ing was substituting for adequate 
service by specially trained per- 
sonnel, inadequate service by nurs- 
es, by kitchen personnel and 
others. The avoidance would be 
apparent, not real. 

The case for social service is al- 
most exactly paralle|. Certainly we 
can get along for a period with 
less social service workers but we 
cannot avoid the need for good 
social work, Someone or some 
group must perform or attempt to 
perform these services. Someone 
must deal with the family situa- 
tion, the home situation. Someone 
must marshall the community 
agencies, The someone may be the 
physician or the nurse or the vol- 
unteer. Whoever the substitutes 
are, they cannot do the job well 
since they are not trained for it. 

Like most general hospital ad- 
ministrations, we have been com- 
pelled to examine and re-examine 
our cost centers with the hope that 
reductions may be possible. One of 
the cost centers that came under 
study recently was social service. 

We were convinced that, for this 
assay, trial by avoidance would be 
misleading as well as hazardous. 
We decided instead to begin by 
examing the records of a substan- 
tial number of patients who had 
received social casework. In each 
case we tried to measure the im- 
pact of social work on the clinical 
course and on the result. We fig- 
uratively removed the reports and 
advice of the caseworker and made 
a judgment as to what would ob- 
viously or probably have happened 
without her participation. 

The study taught us a number of 
things which have influenced our 
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rating of the importance of social 
service. We did not need to be 
convinced by the study that the 
caseworker contributed a service 
which improved the care and the 
general welfare of the patient. 
What we did find was that a large 
number of patients would not have 
been treated at all, and many not 
treated as well had it not been for 
social service. 


FOUR TYPES OF HELP 


More specifically, we learned 
that in one group of cases we de- 
cided not to undertake treatment 
because of the information gath- 
ered by the caseworker. By this, 
we do not mean that the case- 
worker acted as a financial in- 
vestigator. The cases we did not 
accept for treatment were those 
where the requirements and needs 
of the patient, as developed by the 
caseworker, could not be satisfied 
by the general hospital but rather 
required help from other types of 
community agencies. 

In a second group we found that 
treatment could not be initiated 
except with the aid of the case- 
worker. In most of these cases, one 
or a number of outside resources 
had to be brought into play before 
the patient could actually come for 
treatment. 

In a third group we found that 
it would have been necessary for 
the patient to continue in the hos- 
pital for a considerably longer 
period——were it not for the efforts 
of the caseworker, 

In a fourth and large group of 
cases we found that the service to 
the patient would not only have 
been lessened but in every sense 
incomplete without social service. 


In order to bring the story of 
the study and its results to our 
board of trustees, we tried to 
choose typical examples. We pre- 
sent here one summarized case 
history in each of the four groups 
as they were presented to the 
board of trustees. The cases pre- 
sented were chosen not because 
they were the most dramatic but 
rather because they typified the 
patient situations within the group. 

Mr. A. illustrates the first group, 
where the caseworker’s evaluation 
suggested care for the patients by 
a facility other than the hospital. 


He came to the outpatient depart- 
ment medical clinic because of a 
cough and loss of weight. X-rays 
were taken; laboratory procedures 
were done; a physical examination 
was made. The diagnosis—pulmon- 
ary tuberculosis; the treatment—a 
course of isoniazides—-rest at home 
and regular clinic attendance. The 
social worker was asked to help 
plan for care at home. 

Her findings shaped up as fol- 
lows. The patient was single with 
no ties, no close friends, no family. 
He lived in a-rooming house and 
because of his severe cough, his 
landlady refused to let him remain. 
He had worked as a laborer since 
he came from Australia a number 
of years ago. He had no funds, no 
one to turn to, and nowhere to go. 

Her report described him as a 
man paralyzed by the shock of the 
diagnosis of tuberculosis and ac- 
tually unable to grasp it. Address- 
ing herself to the immediate and 
most pressing problem first, she 
helped him get a room, arranged 
for emergency financial assistance, 
and referred him for more con- 
tinuous help to the welfare depart- 
ment after interpreting the situa- 
tion to them. The worker learned 
that while in the past he had been 
a capable, self-sufficient person, 
now he dreaded being alone and 
worried constantly about his fate. 
She discussed her findings with 
the physician and they concluded 
that home and clinic care was not 
feasible for this man. Together 
they helped Mr. A. decide to enter 
a tuberculosis sanatorium and the 
caseworker arranged for his ad- 
mission. 

Patient David is an example for 
the second group, where medical 
care cannot be started without so- 
cial service. He contracted polio- 
myelitis at the age of seven. Sever- 
al months later he was referred to 
our physical therapy clinic for the 
treatment of a residual paralysis of 
one arm and shoulder. He was ad- 
vised to attend daily each morning 
from 9 to 12 am. His mother 
brought him in once or twice and 
then told the doctor she found it 
impossible to continue to bring him 
to the clinic except irregularly and 
she was afraid infrequently. At 
this point the social worker was 
called in. 

Her findings were that David 
lived with his mother and father 
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and a baby sister who was four 
months old. The father was a 
clothing salesman earning $75 a 
week gross and the family lived in 
a small apartment at some distance 
from the hospital. There were no 
relatives close enough to be able 
to lend help. Transporting David 
for treatment was difficult because 
he was weak and tired easily. Fur- 
thermore, the mother could make 
no regular arrangements for the 
care of her little girl while she was 
with David at the clinic. Neighbors 
were kind but they could not be 
relied upon for regular service over 
a prolonged period. The mother 
was naturally tense and upset and 
David was becoming shy and with- 
drawn, 

After learning these facts and 
beginning to plan with the mother, 
the social worker was able to focus 
the machinery in the community. 
She turned to the New York Chap- 
ter of the National Foundation for 
Infantile Paralysis for payment of 
transportation and to a family 
service agency for a homemaker 
to remain with the little girl. With 
these accomplished, she turned her 
efforts toward giving the mother an 


increased confidence in her own 


capacity to help herself and her 
children, All of these services were 
necessary in order to make it pos- 
sible to give the required medical 
aid. 

Mrs. B. is an example of the 
third group, where social service 
helps avoid an overlong hospital 
stay. Mrs. B. was a 74 year old 
woman typical of the increasing 
number of older patients with 
chronic illness within general hos- 
pitals. While social service is often 
needed by acutely ill patients, pa- 
tients with long term illness need 
such service even more frequently. 

Mrs. B. was admitted with symp- 
toms which on study were found to 
be of neurologic origin. A cervical 
laminectomy was performed which 
relieved her major symptoms but 
left her unusually weak and un- 
certain of gait. Neither she nor her 
husband believed she could go 
home when discharge was planned. 
The family was referred to social 
service for preparation for dis- 
charge. 

The worker learned that Mrs. B. 
lived with her husband, age 76, in 
a three-room apartment. Mr. B. 
operated a small tailor shop that 


gave him a very modest income 
hardly sufficient for the two of 
them. One son, age 34, married, 
with two children, was employed 
in a factory and contributed ir- 
regularly, within his means, to the 
support of his parents. Mrs. B., 
prior to her illness, had been de- 
spite her age, a spry and active 
woman. Her illness had caused her 
to change considerably. She was no 
longer independent but fearful and 
despondent. 

The social worker recognized 
that the home would need certain 
modifications and that the patient 
would require confidence in order 
to return home and be accepted by 
the family. The worker helped the 
physician and the nurse give the 
patient’s husband and son a clear 
medical understanding of her sta- 
tus and her needs and helped the 
family see how they could assist 
her. The husband was reassured 
as to the prognosis. Visiting nurse 
service was enlisted and resources 
in the community were tapped to 
secure some housekeeping service. 
Mrs. B. was given the feeling that 
she was needed by the family and 
that she could continue to be a 
useful person in the community. 
The patient left the hospital with 
confidence and is doing well. The 
social worker had helped material- 
ly to shorten her stay and to avoid 
the familiar pattern of nursing 
home and chronic hospital care. 

Patient Manuel illustrates well 
group four, where social service 
helped make medical care com- 
plete. At the age of 18 months he 
came into the hospital because of 
a severe and generalized dermatitis. 
During his hospitalization, his 
mother visited regularly; he seem- 
ed to be responding to treatment 
and there was no apparent reason 
for referral to social service. The 
skin lesion improved and he was 
discharged. After two weeks at 
home he was readmitted, with a 
recurrence which was, if anything, 
more severe. At this point the so- 
cial worker was brought in and 
asked to uncover, if she could, any 
social factors that might be con- 
tributing to the prompt recurrence. 

She found that Manuel was one 
of a family of five children. The 
father, an assistant cook, was 
earning $80 a week. The income 
was inadequate for the large fam- 
ily especially since the family was 


forced to occupy two small rooms 
for which they paid a rental of 
$100 a month plus the cost of gas 
and electricity. The family shared a 
kitchen and bathroom with another 
family. The mother was hard put 
to cope with this difficult situation. 
The father was frustrated and ir- 
ritable; the oldest child was be- 
ginning to avoid the home and was 
showing the behavioral results of 
street living. It was not difficult to 
understand the effect of this sort 
of environment on a lesion which 
is as susceptible to psychogenic 
factors as an eczematoid dermatitis. 

Clearly the housing of the family 
was one of the factors preventing 
Manuel from improving. The so- 
cial worker discussed the situation 
with the Housing Authority, in- 
terpreting what was happening to 
the health of the baby and the rest 
of the family. In the meantime, 
after discussion with the physician, 
Manuel was placed in a convales- 
cent home temporarily to help him 
maintain his improvement while 
efforts were being made to change 
the home situation. Finally, the 
family had no funds even for 
bare furnishings but fortunately 
through a fund available to social 
service, a loan was made to the 
father. The mother, who had been 
seeing the caseworker regularly, 
began to respond to the improved 
situation and soon was ready and 
eager for Manuel to come to her 
care. The father, who had also had 
regular interviews with the case- 
worker, was ready to take more 
responsibility for the upbringing 
of the children. Without social 
service, in this case the entire ma- 
chinery and personnel of the hos- 
pital could at best achieve only 
temporary and limited results. 

In summary then, our study 
points out that because of the 
efforts of social service, a consider- 
able number of patients were able 
to begin or to continue or to re- 
ceive more effective medical treat- 
ment. Realizing that not all hospi- 
tals are the same, it is nevertheless 
highly probable that what we have 
found holds true in most other 
hospitals. It is reasonable then, to 
assume that most hospitals would 
subscribe to our conclusion that so- 
cial service must be placed high on 
the priority list if a hospital is to 
render service which is not only 
useful but complete. ad 
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O YOU HAVE a satisfactory diet 
manual in your hospital? Is 
it attractive and of convenient size? 
Does it incorporate the latest 
development in nutrition research 
and yet contain only the diets that 
are proved to be scientifically 
sound? Have you cut to a minimum 
the number of diets included in 
your manual? Are they so planned 
that those included can be used as 
a basis for any diet needed? 


Is your diet manual used? Is it 
being used for the purpose for 
which it was planned? 

How long has it been since your 
manual was revised? Does the re- 
vision loom as a project much too 
large to be undertaken? Have you 
considered working with another 
hospital or allied group, thus di- 
viding the effort and expense? 


These are some of the questions 
that confronted the members of 
the dietary department of the 
Houston Methodist Hospital a few 
years ago when it was felt that 
our diet manual needed to be 
brought up to date. At that time 
the executive committee of the 
Texas Dietetic Association decided 
to prepare a diet manual for in- 


Frances Low is director of dietetics at 
300-bed Methodist Hospital, Houston, Tex. 
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the diet manual 


stitutions without a dietitian. Since 
I had already begun work on the 
third revision of our hospital man- 
ual, it was logical for me to accept 
the chairmanship of the dietetic 
association project. Here is the pro- 
cedure that we used. 
SOURCE MATERIAL 
Recently revised manuals were 
collected from well-established 
dietary departments. Other refer- 
ence material included recently re- 
vised books on nutrition and com- 


position of foods, manuals and 
periodicals. (See table.) 


The actual work in preparing the 
third edition of our hospital diet 
manual was done by a special die- 


Table |—Partial List of the Books, Manuals and References Used 
in the Compilation of the Third Edition of the Diet Manual 
of the Methodist Hospital, Houston, Tex. 


Cooper, Lenna F. Nutrition in Health and Disease (12th ed.) Philadelphia: Lip- 


pincott, 1953. 


Mclester, James $5. Nutrition and Diet in Health and Disease. Philadeiphia and 


London: W. 8. Saunders Co., 1957. 


Pollack, Herbert and Halpern, Seymour L. Therapeutic Nutrition. (Pub. 234) Wash- 
ington, D. C.: National Academy of Sciences-Notional Research Council, 1957. 
Provdfit, Fairfax T. and Robinson, Corinne H. Nutrition and Diet Therapy (11th ed.) 


New York: Macmillan, 1955. 


Turner, Dorothea F. Handboo of Diet Therapy (Rev. ed.) Chicago: University of 


Chicago Press, 1952. 


Composition of Food—Raw, Processed, Prepared. (Agricultural Handbook Ne. &) 
Bureav of Human Nutrition and Home Economics, U. S$. Department of Agriculture. 


Washington, D. C.; 1951. 


Handbook of Nutrition. American Medical Association. Chicago: The Associotion, 


1943. 


Master Menu Diet Menval. American Hospital Association. Chicago: The Associa- 


tien, 1951. 
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tetic committee of our medical staff 
and members of the dietary de- 
partment. Over a period of years 
this special committee of the medi- 
cal staff has been of great value 
in working with the dietary de- 
partment on any specific problems 
relating to patients’ diets. The 
committee, which is the liaison be- 
tween the dietary department and 
the medical staff, presented the 
manual to the general hospital staff 
for approval. 


FORMAT 


The number of diets to be in- 
cluded in the manual was limited 
intentionally. With minor changes 
and modifications, those listed 
could be used as a basis for any 
diet needed. The diets included in 
the manual are the general, soft, 
liquid, infant, pediatric, progress- 
ive bland, high calorie, low calorie, 
diabetic, low fat and/or low cho- 
lesterol, and restricted sodium chlo- 
ride. Diets for pregnancy, lactation 
and for the older person were also 
included. 

To simplify the writing of the 
diets. it was decided that, although 
it necessitated some _ repetition, 
every diet was to be complete, ex- 
cept in a few instances where it 
was so stated. Each diet lists the 
essential (protective) foods to be 
included daily in household meas- 
ures, other foods permitted, foods 
to be avoided, food lists and special 
instructions, a menu pattern and 
sample menu. 

Nutritional values of the main 
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items included on most of the key 
diets were calculated and presented 
in chart form. We felt that these 
charts would be valuable additions 
for the doctors when they were 
ordering diets. 

All diets, except the diabetic, 
were listed as modifications of the 
normal or general diet. There is 
a brief description of each diet, but 
there is no indication as to the 
condition for which the diet should 
be used. 

Because there is so much ex- 
cellent reference material availa- 
ble, only the following tables were 
included in our hospital diet man- 
ual; sources of essential dietary 
constituents, household weights 
and measures, average portions of 
foods, height-weight, and the rec- 
ommended dietary allowances as 
revised in 1953 by the Food and 
Nutrition Board of the National 
Research Council, 

The manual had already gone to 
press when it seemed that we 
might have overlooked an op- 
portunity to re-emphasize good 
nutrition, Thus two pages of copy 
were added on the essentials of 
good nutrition, which briefly ex- 
plained the essential nutrients and 
their food sources. The need for in- 
creased nutrients in many diseases 
and the importance of individual- 
izing the diet for each patient also 
were stressed. 

It took us several years to com- 
plete our manual because of the 
large volume of reference material 
used, the time consumed in calcu- 
lating the nutritional value of the 
diets and the simple mechanics of 
getting the diets written. 

After our hospital diet manual 
and the one written concurrently 
for the state dietetic association 
were finished, the cost of typeset- 
ting and printing or even mimeo- 
graphing seemed prohibitive. How- 
ever, because so much of the ma- 
terial in each of the manuals was 
the same and both groups needed 
a relatively large number of copies, 
it was possible to offset the manu- 
als from typewritten sheets at a 
reasonable cost per book. The end 
result was two, attractive, 6”x9”, 
spiral-bound diet manuals. 

We are particularly proud of the 
Methodist Hospital Diet Manual— 
1955. We feel that this 77-page, 
pocket-sized book is well worth 
the time, effort and expense in- 


volved. We think that it is being 
used for the purposes for which it 
was planned: 

1. To assist the physician in or- 
dering diets. 


2. To aid the dietitian in plan- 
ning and serving food. 

3. To serve as a guide in teach-. 
ing the resident, intern, medical 
student, nurse and the patient. &® 


NOTES AND 


COMMENT 


Salmonelia infections 


An article in a recent issue” of 
the New England Journal of Medi- 
cine emphasizes that salmonellosis 
(infectious disease resembling hog 
cholera in its symptoms and le- 
sions) acquired by patients during 
hospitalization should always initi- 
ate an epidemiologic survey of 
personnel and of materials in the 
dietary department. The article 
points out that when the origin of 
an outbreak can be discovered, it 
is frequently traced to the “carrier 
state” of a food handler or to an 
improperly prepared animal food 
product already notorious for its 
implication in other outbreaks of 
food poisoning. Such foods include 
dry powdered eggs, poultry and 
meat products. 

The article reports on an epi- 
demiologic study of recent episodes 
of salmonellosis in patients under 
treatment for various disorders in 
a New England hospital. The study 
uncovered, as a source of salmonel- 
la infections, a previously unsus- 
pected food product—dried in- 
active yeast (brewer's type). The 
results of this study suggest that 
other food products processed as 
dried inactive yeast is processed 
should be closely scrutinized bac- 
teriologically. . 


Squash is always good 


Squash is such a nutritious vege- 
table and so economical to serve 
that it should play an important 
role on every hospital menu. Avail- 
able in one or more varieties 
throughout the year, squash is one 
of the few vegetables that can be 
served to all patients. Squash can 
be added to the soft, high protein, 
high calorie, low calorie, low fat, 
and weighed diets in limited 
amounts and in various forms. 

This month the individual 

*Lawrence J. Kunz, Ph.D., and Orjan T. 
G. Oughterlony, M.D., “Saimonellosis 


Originating In a Hospital.” The New Eng- 
— Journal of Medicine, Nov. 3, 1955, 


. 268, No. 18, p. 761. 


squashes (Acorn or Danish) are 
readily available. Squash baked 
and generously covered with but- 
ter is well-received by most pa- 
tients. You can dress up the menu 
by filling Acorn squash halves with 
link sausages, bacon or apples. 
Hubbard squash may be steamed 
and mashed. The popular zucchini 
or Italian squash is often served 
with tomatoes or onions. Left-over 
cooked squash need not go to 
waste; shape it into balls and 
french fry for a delectable treat. 
One of the most important fac- 
tors in the acceptability of any 
product is the quality of the item 
at the time of purchase and proper 
storage conditions. Squash is no 
exception. Winter squash (Hubb- 
ard, Acorn or Danish) should have 
a hard rind and be free from 
blemish. Store the squash in dry 
cool storage (50° to 60° F). . 


How to save fuel 


As much as two-thirds of your 
gas bill can be saved by efficient 
arrangement of your pots and pans 
on top of your ranges. One range 
can be made to do the work of 
three. The more pots, the more 
heat absorbed and the cooler your 
kitchen. 

A solid top range will heat to 
cooking temperature in 15 minutes. 
Lighting it earlier is a needless 
waste of fuel. When cooking tem- 
perature is reached burners should 
be turned down. 

For further economy be sure 
your pots and pans have flat un- 
dented bottoms, so that they make 
flush contact all over with the 


Tange top. 


For still further economy, keep 
your burners turned so that the — 
tip of the flame touches the bot- 
tom of the pot or pan. Flames that 
spread out and curl up the sides 
of the pot or pan waste heat and 
fuel. (Reprinted from The Mon- 
tague Messenger, San Leandro, 
Calif.) 
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 +=FLEX-STRAW 
J best from every angle 
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: refer to 
HOSPITAL PURCHASING FILE 
for listing and prices 


CANADIAN DISTRIBUTORS 
INGRAM BELL LTO. 
HEADQUARTERS TORONTO 


FLEX-STRAW. 


santa monica, california 


FLEX-STRAW 


bends to any angle 

for use in hot and cold liquids 
disposable... paper based 
safe...sanitary 


original cost the only cost 


packed 500 to box « 20 boxes to case of 10,000 
unwrapped or individually wrapped 


co 
| 2040 BROAOWAY 
| SANTA MONICA CALIF 
please send samples and literature. 
| 


A 
3 .. efficiency, safety, plus economy! 
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Master Menus for April 1-15 


fh HE MAstTeR Menu for April 1-15 is planned to pro- 
vide a basic menu plan for hospital patients for 
each day. 

Nutrition experts agree that the increased meta- 
bolic demands of the hospital patient with disease or 
injury is commonly accompanied by large losses of 
protein, vitamins and other nutrients. These in- 
creased demands should be met as rapidly and as 
completely as possible. For the patient whose re- 
quirements are above average, the amount of each 
specific nutrient should be estimated separately. 

For each patient one must strive to provide not 
only the daily nutritional requirements of the normal 
individual, but also to replace any previous deple- 
tions, current losses and the above normal require- 
ments due to the diseased condition. If optimal nutri- 
tion is to be achieved, furthermore, it is important 
to determine if the patient has accepted the planned 
menu and consumed the food as planned. 

In the Master Menu the general diet forms the 
basis for the seven most commonly used modified 


9. Braised beet roast 
T 10. Roast beef 
2. Tomato juice souftie 
1. Putt rolled whegt Riced potatoes 
4 Brown buttered eggplant 
Meyonne 
17. Venitle ice creem with 
9. Reast fresh hem (1/45) tutti-frutti sewce (1555) 
10. Reast leg of lamb 18, venme with 
atoes cnocoroTe souce 
2 New a 19. Whipped strawberry gelatin 
3 peos 20. Unsweetened canned Royal 
14. Green os Anne cherries 
15. Peer soled Grapefruit juice 
'6 Cream meyonneise 9) 
Orange ico—brownies printonies ($32) 
24. Berbecued breast of veel 
rai OF veo 
Grapetrult juice 26. Hot sliced turkey—-Broised 
beriey soup breast of veal 
24. Turkey shortcake on corn sees 
25. Creamed turkey soled (12/4) 
asporagus tips 30. French dr 
26. Hot sliced turkey—broiled 31. Cream putt | 
tomato—asporagus 32. Chilled canned pear with thin 
27. Whipped potatoes custard sauce 
13. Cream pudding 
9. Tossed lettuce sated 
0. P -seed sweet dressing wape juice 
Reyel Anne cherries 36 Breed 
32. Royal Anne cherries 
33. Cream pudding April 3 
34. Unsweetened conned fruit 
ink sause 
6. mon muffins 
April 2 Boot bouilion 
| Ovrenge juice bread 
2. Orange juice 9. Brotied temb choo 
31. Getmeal or wheet flekes 10. Broiled lamb chop 
4. tett cooked Stuffed beked 
5. Bacon 12. Stuffed boked potato 
6. Teast 13. Steed coarrots 
— 
7, -tomete soup 15. Temete end green pepper 
8. Teast sticks ring soled 


t Arabic numerals indicate page on which recipe may be 
found in “Large ntity Recipes.” by Margaret E. Terrell, 
Philadelphia, J. B. Lippincott. $7. 
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diets. Items to be served on the general diet are set 
in bold face type. The modified diets in the menu 
plan are the soft, full liquid, high protein, high cal- 
orie, low calorie, low fat and measured or weighed. 

Master Menu kits, containing the wall cards, sam- 
ple transfer slips, Master Menu Diet Manual and full 
directions for using the Master Menu, are available 
from the American Hospital Association. The kits are 
priced at $2 each and additional single copies of the 


diet manual may be purchased for $1.50. 
Summary of Dinner Meats 


Dinner Meat Dates on menu Total 
Beef April 2-8-11-14 
Veal April 9 l 
Lamb April 3-10 2 
Pork April 1-12 2 
Poultry April 4-15. 2 
Fish April 6-13 2 
Variety Meats April 5-7 2 
15 
6. French 
17. Lemon snow on peor heolf 29. Celery heorts 
with custerd souce 30. -———- 
8. Lemon snow on peor half 3!. Fewit 
with custard souce 32. Canned bing cherries 


19. Lemon snow 33. Vanilla pudding 
20. Fresh pineapple 34. Diced orange cup 
2|. Orange juice 35. Orange juice 
36. Blueberry m 
22. Cream of spinech soup (149) 
23. Crisp creckers 
24. Gritled Conetion 5 
creamed new potatoes 
25. Casserole of minced beef 
with fluted potato topping 
26. Broiled cubed fiank steak 3. berley kernels 
27 omit on ‘ Soft cooked 
28. Whole green beans Toast 
= 
s dressing 
oatmeal rou 
hocolate rennet -custar loped 
lended citrus tuice 13. Stewed tometoes 
36. Cornbread (175) 14. French green beans 
15 lettuce salad 
16. Russion dressing 
17. Red respbherries—coconut 
Brows cores 19. Orange ice 
4° y 20. Unsweetened peeled apricots 
Grilled Blended citrus juice 
6, Toast Cream of mushroom soup 
Melba toast 
—— 24. Cheese souffle grape jot 
eese souttie grape y 
9 (t110) 
, 26. Low fat tuno with lemon 
4) Hot sliced chicken 27 Borsley new potatoes 
oc 
14. Fresh asporagus 
15. Frozen fruit sated (12) 2) 
'6 Creem meyonnaise 32 Pp 
17. Beston cream pie (1333) 
18. Boston cream pie 33. Floating ane 
19. Whipped cherry gelatin y 
20. Unsweetened canned pea 
21. Beef bouillon 36. Perker House rolls 
22. Cheese soup (140) 
23. Seltines April 6 
24 Peteto seled—tomato aspic |. Sileed orange 
saled—-deviled eggs 2. Orange juice 
25. Creamed eags-—peas 3. Oatmeal or corn fokes 
26. Broiled lamb chop-—peas 4° 
27. Baked potato 5. Crisp bacon 
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gives you more capacity 


for selective menu service.. 
FULL SIZE MEAT PANS 


The top deck is equipped with two fyi! 
te meat pons in to six deep 
wells. A variety of sizes in squere ond 
rectongular insets ore ovoailable This 
flexibility of pen errangements provides 
@ greoter capacity for serving ao number 
of vegetebles ond other solid 
foods. 


TOP DECK 
NON-SAG 
CONSTRUCTION 


ideo! exclusive bridge type construction per. 
mits the weight of feed and utensils te be carried 
threu@h the frame te rest on the chassis The 
20-gavee vee! top deck connet swe, 
end con carry considerable extra weight witheut 
damage Only ideal gives wh extra strength, 
plus lifetime durability 


DEEP WELLS 


wells previde ample 
capacity for beverages 
ond ether tiauide Twe of 
the wells con be ether 
hot or cold with on 
ideal teggte switch arrange: 
ment, at additional 
cost. Full packed fiber 
insulation beeps foods het 
longer, atures feed service 
at even hot temperatyres 


BEVERAGE 
DISPENSING PUMP 


Has patented sanitary so drip 
splash-proef spevt One 
stroke of the ideal pump 
fills @ cup with milk, 
coffee, bowillon or gravy. 
Entire contents of the 
vtensi! are dispensed 

All parts dismontied for easy 
cleaning. At small eddi. 
tional cost, 


DUAL DUTY 
COVERS 


Onened herisontatty 
these seamless, 
meat ean covers 
olee previde 
ing space 


THERMOSTATIC 
CONTROL 


Robertshaw Avutematic 

Thermostat assures foods 
WARMING DRAWERS THE IDEAL ted verdes 
Weorming drawers directly below MENU-MASTER temperatures 


INDOOR AND OUTDOOR MODELS eoch meet pon provide addi. Medel 1062 


IDEAL'S Menu-Master is available in both indoor tienal pen capacity when desired. 
and ovidoor models. Ovtdoor truck assembly is 
illustrated above. 


The trend toward special diets in today’s modern 

hospital demands greater flexibility in the top deck 

arrangement of your food conveyor. IDEAL'S 
Menu- Master, Model 1062, has it! 


IDEAL’S Menu-Master, made of gleaming stainless steel 
throughout, provides plenty of room for combinations 


of square and rectangular pans — without sacrificing 


valuable beverage capacity. IDEAL Meny-Masters seo deity in the 
selective system at Cock County 
pitet, Chicage, The Meany Master in- 
sures oven trash, appetizing feed serving. 


Made only by the 


SWARTZBAUGH 


MANUFACTURING 
COMPANY 


Write for free catalog 
which includes a use 
chart and instructions 
for the verious pon 
combinations. 


MURFREESBORO, TEIN. 
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6. Toast 23. Crisp ereckers April 17. Prune coke with orange 
- 24. Tunetish ond salod — fluff 
; 1. Petete soup shoestring potetoes— 2. Orange juice 18. Peach floating island 
Saltines 3. Oatmeal or crisp rice cereal 19. Lemon gelatin cubes 
9 Golden crusted ocean perch 25. Creamed tunofisnh—osporagus 4. Scrambled egg 20. Fresh pineapple 
10 6 26. Tomato stuffed with cottage 5 Bocon Essence of celery 
ocean per cheese - “asparagus toast 
- potatoes 27, Baked California potato — 22. Cream of spinach soup 
12, Riced potatoes 28. 7. Beet bouillon (149) 
Green Seltines 23. Croutons 
14. Green bears 9 Swiss steok 24. Tune pie (1/75) 
15. Pertection sated (1224) 3\. Fresh fruit cup 10. Broiled cube steak 25. Scalloped tuna 
16 onneise 32. Canned fruit cocktail ||. Parsley potetoes 26. Low fat tuna with lemon 
17. Strawberry whipped creem pie 33. Cherry and lemon gelatin i2. Potato balls 27. Baked pototo 
Strawberry Bavarian cubes 13. Beked ecorn squesh 28. Mew pees 
19. Raspberry gelotin 34. Fresh strawberries 14. Baked acorn squash 29. Orange salad 
20. Fresh strawberries 35. Apricot nector 15. Heed lettuce saled 30. Olive French dressing 
Z|. Blended citrus juice 36. Cornbread squeres (175) 16. Cucumber dressing 3|. Crenberry crisp 
ore 32. Cranberry whip 
22. Cream of soup cupcoke 33. Cranberry whip 
23 Teast 9 18. Orange sections 34. Unsweetened canned plums 
24 “en  ¥~ and cheese loot April 19. Orange sponge 35. Aoole juice 
| souce juice 20. Ora sections 36. Crispy rolls 
(t108) ange juice i len citrus juice 
old poac salmon . Creem of mushroom soup April 
77. Potato souffle 5 Bacon 22 (144) 14 
28 GQheed beets 6. Teast 23. Crisp creckers 2 citrus juice 
29. Asoaragus sealed 24 Macaroni soled—cold cuts lended citrus juice 
40. Chifftenede dressing (123%) 7. Beef end rice bouillon and sliced cheese 4 pues rice or oatmea! 
anned pee apricots eaded v utlet with tato t ' 
44. Floating island 10. Broiled veal chop us 6. Toast 
34. Unsweetened canned apple- Paeprike new potetoes 26. Cold sliced lamb—osporagus 
sauce 12. New potatoes 27. Riced potatoes ‘omit on Po ream of 
Grape juice 13. Ten-minute green cabbege Soft Diet) Toast sticks 
i 36. Breed 14. Chopped spinach 9. Hemburger patties— 
15. sealed with tomato 29. Tomete slices on wotercress mushroom gravy 
quarters 30. Russion 10. Baked beef potties 
April 7 16. Chef's dressing Worm blueberry Roppyseed noodies 
| Grapetruit 17. Peach tepioce thin cream (1353) iced potatoes 
J Gravefruit juice 18. Peach tapioca 32. Sliced banana in pineapple beets 
Wheet Hokes 19. Grape sponge juice beets 
own 20. Orange sections with 33. Baked custard 15. Lettuce solad 
| j gronular wheat cereal sliced bonono 34. Unsweetened conned peor 16. Thousend Isiend dressing 
Scrambled egg 2). Blended citrus juice 35. Aoricot nector 17. Rhuberb cobbler, whipped 
5. Grilled sausages 36. Swedish rye breed 
6. Resin toost 22. Cream of corn soup (14!) 18. Baked rice custard (1349) 
7 23. Croutons 19. Mocha spon 
. 7 Broth with mushrooms 24. Club sendwich—poteto chips 20. Unsweetened canned peaches 
| 8. Criso crackers 25. Broiled beef pattie 21. Grapetruit juice 
; 9 Seuteed liver 26. Broiled beef pattie April 12 — 
10. Pan-broiled liver 27. Boked potato |. Grapefruit juice 22. ° pot soup (147) 
otato balls 29. Weed lettuce se . Saredded wheet or ferine ham end petetecs 
Beked or fried egeplent 30. Thowsend istend dressing 4. Poached 25. Crisp bacon 
slices (120!) Bewited raspberry gelatin 5. Link sausage 26. Baked veal chop 
14. Soinach with lemon with creem 6. Corn muffins (168) 27. Whipped potatoes 
Quertered tomato sealed 32. Canned pear in raspberry 28. Chopped spinach 
16, French dressing gelatin 7. Chicken noodle soup 29. Tossed green salad with 
|? Fruit embrosio—vanille waters 33. Raspberry gelatin 8. Teasted crackers tomato wedges 
18, Boton cream pie (1333) 34. Unsweetened canned Royal 9. Baked stuffed pork chop 30. Vinegar-oll dressing 
7 19 Cherry sonce Anne cherries 10. Roast loin of veal 3|. Fresh fruit cup 
; 20. Unsweetened conned apricots 35. Pineaople juice ||. Petetoes ou grotin 32. Fresh fruit cocktail 
7 21. Orange juice 36. Breed 12. Parsley potatoes 33. Chocolate bovarian 
13. Wex beens fruit cup 
ream asporagus soup 14. Wax beons range juice 
23. Seltines April 10 15. Beet espic soled 36. Blueberry muffins (167) 
24 Roast loin of pork——candied 16, y ise 
sweet potatoes |. Half grapefruit 17. Pineeople whipped cream 
25. Crise bacon—-peas 2. Blended citrus juice roll April 15 
; 6. Baked veal chop——-pecs 3. Wheet flekes or hominy grits 18. Lime ice 
27. Baked potato 4. Soft cooked egg 19. Lime ice |. Grapetruit with strawberry 
28, -— 5. Bacon 20. Unsweetened canned boysen garnish 
: 29. Cabbege, red apple and 6. Coffee coke (1392) berries 2. Orange juice 
celery saled 21. Orange juice 3. Farina or wheet and beariey 
30. Soeur creem 7. Consomme tle royal kernels 
Deep dish peech 8. Metbe toest 22. Cream of celery soup (139) 4. Pooched ega 
: 32. Canned fruit in raspberry 9. Roast leg of lamb 23. Breed sticks 5. Grilled ham 
J gelatin 10. Roast lamb 24. Meet bells and spoghetti 6. Whele wheat reisin bread 
33. Chocolate pudding (1336) Plaffy meshed potetoes (£126) toast 
34. Unsweetened canned fruit 12. Whipped potatoes 25. Boked beef patties 
compote pew peos 26. Boked beef patties 7 and pineapple 
35. Pineapple juice ew pecs paghetti with tomato puree e 
sealed (1220) 29. Mixed eareen soled 9. Roast chicken (1/55) 
16. Maeyonneise 30. Herb French dressing 10. Roast chicken 
chocolate sauce chocolate cookie 12. Parsley potatoes 
! cubes 18. Vanilla ice cream with 32. Roval Anne cherries 13. French style green beans 
2. Biended citrus juice choc olate souce 33 Rasoberry rennet -custord 14 French style green beans 
3. Pufted wheet or catmes! 19. Lemon ice 34. Unsweetened canned Royo! 15. Weldort seled (1)! 4) 
5. Canadian bacon 21. Orange juice 25. Pineanple juice Butter pecen ice cream 
| 6. Sweet rotts corre 36. Brench breed 4. Peach half with lemon ice 
— omato juice Lemon ice 
1. Vegetable soup (154) 20. Unsweetened canned anple 
; 8. Seltines 24. Turkey roll with hot turkey souce 
9 Roast rib of beef grovy 21. Beef bouilion 
10. Reast rib of beef 25. Creamed turkey April 13 A 
||. Whipped potetoes 26. Cold sliced turkey | Benenes 22. Vegetable soup (134) 
Whinped pototoes 27. Baked ootato 2. Orange juice as, crockers 
13. ttellen squesh or new corn 28. Green beens 3. Rolled wheet or corn tlokes 24. cheese sandwich 
14. New beet tons 29. Rew and radish 4. Scrambled egg pickle chips 
15. Melded bing cherry soled sale 5 Bacon 25. Cheese fondue 
16. Cream meyonneise 30. Brench dressing 6. Teast 26. Cottage cheese 
17. Butterscotch sundee (118!) 3! Beked 27. Stuffed baked potato 
18 Butterscotch sundoe cook 7. Temete juice 28. New pees 
19. Orange ice 32. Canned peeled apricots 29. Orenge ond cress sealed 
20. Gravetruit sections 33. Vanilla ice cream 9 Broiled helibut with porsiey 30. Breit seated 
2|. Grapefruit juice 44. Unsweetened canned apricots butter Strewberry chiffon pie 
45. Beef bouillon 10. Broiled halibut steak ($325) 
22. Old-feshioned potato soup 316. Breed ned peprika potatoes 32. Grape 
12. Potato boils 33. Vanilla blanc mange 
13. Fresh esperegus 34. Sliced bonana with fresh 
| tArabic numerals indicate page on which recipe may be 14. Fresh asparogus strawberries 
found in “Large Quantity Recipes,” by Margaret E. Terrell, 15. Cebbege end reisin slew 35. Fruitode 
Philadelphia, J. B. Lippincott. §7, 16. Sour creem dressing 36. 
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Write for your Copy: 
AL STAINLESS STEEL 


36 pages of useful information 
on the applications and ad- 
vantages of stainless steel in 
hospital equipment of all de- 
scription. Well illustrated— 
also contains a technical sec- 
tion of data on selection 
fabrication, etc. 


ADDRESS DEPT. HS-75 
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be the LEAST COST Vf tts 
the LAST COST 


No material is more at home around food 
(or beverages, drugs, chemicals, etc.) than 
AL Stainless Steel. And that’s not just 
because stainless is perennially good-look- 
ing, and so easy to keep clean. 

Basically, it's because stainless steel equip- 
ment is the most economical you can buy. \t 
stands up so much better—lasts so much 
longer—costs so much less to clean and 
maintain—that it actually saves you money 
in the long run. First cost isn’t the whole 
story, you know. It’s the long-term, over- 


Make it BETTER-and LONGER LASTING-with “ 


Steel 


Warehouse stocks carried by all Ryerson Steel plants 


all cost that counts, and no other material 
is as hard, strong and resistant to heat, 
wear and corrosion as stainless steel. 

So, when you want equipment that has 
to look well, maintain high sanitary stand- 
ards and take a beating every day, remem- 
ber that only stainless steel can give you 
the utmost in service and economy. @ Use 
time-tested AL Stainless, and let us help 
you work out any design of engineering 
details. Allegheny Ludlum Steel Corpora- 
tion, Oliver Building, Pittsburgh 22, Pa. 
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in Hospitals 
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and 


“SAG 


H AVE YOU ever been on a “space 
patrol” in your hospital? 
Hospitals can benefit from a com- 
mittee which takes such patrols. 
This committee should consist of 
representatives from the adminis- 
trative staff and the building su- 
perintendent as permanent mem- 
bers and, as temporary members, 
people from areas of work under 
study. The committee's primary 
function should be to analyze space 
within the hospital and to recom- 
mend alterations producing more 
efficient utilization of this space. 
For many years St. Barnabas 
Hospital has faced two problems 
in trying to provide space——without 
adding new cubage-—-for new and 
expanding services essential to the 
hospital's program of dynamic re- 
habilitation. The first problem was 
to find room for these services by 


Anthony J. Maranga is administrative 
assistant at the 475-bed St. Barnabas Hos- 
pital for Chronic Diseases, New York City. 


BEFORE pertitioning’ inte smell units, this ward held 13 beds. 


maintenance 


> re 4 


in the hospital 


by ANTHONY J. MARANGA 


converting bed areas. The second 
problem was to find room for beds 
to replace those lost by conversion 
and plan for additional beds to in- 
crease capacity in general. 

These problems have been solved 
at our hospital (1) with no in- 
crease in the size of the physical 
plant, (2) at a fraction of the capi- 
tal outlay required for new con- 
struction, (3) at well above ac- 
cepted minimum area-per-bed 
standards, and (4) with little or no 
disruption in the daily routine of 
patient care and treatment. 

In attempting to solve these 
problems, we realized that each 
conversion or expansion would af- 
fect existing and proposed services 
and facilities. Therefore, our com- 


after 


AFTER partitioning, 


before 


mittee prepared a master plan 
based on short and long range 
work projects. This type of plan- 


. ning has several advantages: 


@®A master plan insures that 
each project is completed in logical 
sequence. In taking over bed space 
for service areas, it is preferable 
to provide first for replacement 
beds in order to accommodate pa- 
tient needs. 

® Master planning furnishes data 
on future projects which may have 
some relationship to current pre- 
gram work. For example, it may 
prove economical, from a time and 
material sense, to include addition- 
al electrical wiring or plumbing in 
a current project, if these outlets 
will be used for later scheduled 


18 beds comfortably occupy the same eorea. 


HOSPITALS, J.A.H.A. 


—_— 
Pax 
- 
~ 
> Cy 


Gratiot Community Hospital, Alma, Mich.; 
1°) r Clark 8. Ackley, Architect 


dependability, 
accuracy, quality... 


specify Ch 


HOSPITAL CASEWORK 


Central sterile supply room. 


Arthur B. Aliaben, 
Administrator, 
shown at right. 
From coast to coast, more and more hospitals every day are being 
equipped with St. Charles casework. Like the beautiful new Gratiot 
Community Hospital, pictured here, these hospitals and their architects 


looked to St. Charles for quality, durability and economy in casework, 


At St. Charles, highly skilled personnel, employing their 20-year 
backlog of experience in the nation’s newest and most modern casework 
construction plant, are prepared to be of assistance to you in 
every possible way. Without cost or obligation, we offer 

a complete design and layout service . . . and, of course, full 
information on our many special units and accessories, 
Your inquiry will be answered promptly, 


A request on your letterhead will bring ovr 40-page 
catalog, ‘St. Charles Hospital Casework.” 


casework sinks and counters special purpose units 
ST. CHARLES MANUFACTURING COMPANY, DEPT. H, ST. CHARLES, LUINOIS 
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Why Duraclay 
other materials 
when subject 
thermal shock 


Have you ever replaced hospital plumbing fixtures long 
before their normal service life... because they were 
cracked, crazed and unsanitary from thermal shock? 


This would not have happened if the fixtures were Crane 
Duraclay ...for Duraclay is unaffected by thermal shock. 


Duraclay is a special vitreous glazed earthenware 
developed in Crane laboratories... especially for large 
plumbing fixtures. Under extreme temperature changes 
it expands and contracts without cracking or crazing. Its 
extra hard surface is easy to clean and resists abrasion. 
Duraclay is impervious to acid, does not stain. 


The development of this durable material is but one — 


example of how Crane specializes in hospital fixtures. 


And surprisingly enough, Crane quality costs no more. 
So why accept less? If you’re planning to enlarge, remodel 
or replace fixtures, ask your architect to get complete 
details from his Crane Branch or Crane Wholesaler. 


CRANE CO. 
General Offices: 836 South Michigan Avenue, Chicago 5, Illinois 
VALVES FITTINGS PIPE KITCHENS PLUMBING HEATING 
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PREFERRED 


PLUMBING 


After 16 years 


, Sen Antonio, Texes. 


ST? The very first Duracloy fixtures installed in 1939 are still in use today 


HOW LONG DO DURACLAY FIXTURES LA 
they look as smooth and white os the Duraclay surgeon scrub-up sinks (shown above) of the new Santa Rosa Hospital 
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alterations in proximity to the cur- 
rent project. 

® Master planning can be used 
with a long-term capital expendi- 
tures budget. Such planning can 
produce anticipated expenses on a 
program, yearly or a work project 
basis. 

BUILDING SUPERINTENDENT'S ROLE 

The building superintendent 
serves permanently on the commit- 
tee because he is generally the best 
qualified person to offer advice in 
the following areas: 

1, He is able to advise if any 
obstructions exist in walls or spaces 
scheduled for demolition or altera- 
tion, 

2. He is aware of building de- 
partment codes, regulations and 
requirements, 

3. He may recommend that min- 
or work projects be undertaken by 
the hospital’s maintenance and en- 
gineering personne!]. 

4. He is able to determine 
whether or not proposed plumbing 
and wiring is feasible and ade- 
quate, 

The committee must have at its 
disposal up-to-date blueprints of 
all areas within the physical plant. 
In addition, it should be apprised 
of the hospital's short and long 
range space needs for all purposes. 
Armed with these data, the com- 
mittee is ready to commence its 
space survey. 

Committee action, based on 
knowledge of short and long range 
needs, consists of studying the blue- 
prints, touring the physical plant, 
inspecting areas for possible proj- 
ect work, preparing a master plan 
of proposed changes, and taking 
whatever additional steps may be 
required to implement recom- 
mended changes. 

In touring the plant and inspect- 
ing areas, the committee can best 
visualize each space problem by 
observing existing methods, tech- 
niques and procedures, An invalu- 
able service may be performed at 
this stage if the committee, through 
its observations and with the 
cooperation of a methods improve- 
ment committee, is able to recom- 
mend a shift of layout or pro- 
cedures which may result in more 
efficient utilization. Such action 
might cancel any need for physical 
expansion. 

After the preliminary tour and 
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inspection phases have been com- 
pleted and the need for space still 
exists, the committee should study 
existing physical layouts and 
formulate proposed revisions. Gen- 
erally speaking, these proposals 
will evolve from a succession of 
layouts (with scale sized cardboard 
cuts of space and equipment), one- 
line drawings and eventual pre- 
liminary plans by the architect. 

A valuable source for formulat- 
ing revisions is often found in the 
standardized plans published in the 
hospital and architectural journ- 
als. These offer minimum standards 
which should be provided for in 
any hospital facility. For example, 
the Public Health Service recom- 
mends a minimum of 125 square 
feet per bed in any private room 
and 80 square feet per bed in semi- 
private and ward areas. The plans 
must, of course, be used merely as 
a guide. They do; however, give a 
good idea of space, equipment, 
work flow, and construction re- 
quirements: Such considerations as 
square feet per bed, beds per toilet 
or tub, power requirements in re- 
lation to x-ray and other types of 
equipment, ratio of treatment areas 
to bed accommodations, must be 
tailored to the individual hospital's 
needs. 

The plans should be studied 
thoroughly and analyzed for possi- 
ble conversion or expansion in de- 
sired areas, Changes may be 
grouped into three categories. 

1. Expansion of existing serv- 
ices by converting adjacent areas 
which serve some other function. 

This type of project will, of 
course, necessitate making space 
available elsewhere for the deposed 
service or patient accommodation. 
In some cases, however, this ap- 
proach cannot be used because of 
lack of adjacent space or because 
it is essential that the function in 
the adjacent area remain in its 
present location. This problem may 
be overcome either by moving the 
service area to larger quarters or 
by providing for a physical separa- 
tion based on the functional activi- 
ties of the service. 


In the department of labora-. 


tories, for example, additional space 
needs may be met by physically 
separating the hematology unit 
from the main laboratories if the 
volume of activity warrants the 
separation, and if it is determined 


that areas adjacent to the labora- 
tories should not be encroached 
upon. 

2. Establishing new services by 
providing centralized space for 
these activities. This, in turn, may 
mean that existing service or pa- 
tient areas would best be relocated 
to allow for the new service. Final 
determination should be based on 
the relative importance and volume 
of activities of each service. 

3. Addition or replacement of 
beds by planning for additional or 
replacement beds in private rooms, 
in semiprivate accommodations, 
in ward areas, or in combinations 
of these rooms. This type of plan- 
ning should be geared to meet the 
need for specific classes of beds in 
the hospital. In cases where private 
and semiprivate areas enjoy a 
relatively high occupancy rate and 
ward accommodations have a low 
occupancy, primary consideration 
should be given to increasing the 
capacity or number of private and 
semiprivate facilities, One possi- 
ble method of doing this is to con- 
vert existing wards into semipri- 
vate rooms or cubicles. 

The “space” committee at St. 
Barnabas Hospital has, over the 
years, faced the challenge of de- 
vising a compromise between the 
need for more beds and the ex- 
pansion of services. 

In establishing and expanding 
professional service areas, primary 
consideration was given to convert- 
ing bed space near these areas. 
For example, when the volume of 
clinical laboratory activities out- 
grew existing facilities, bedrooms 
adjoining the original laboratory 
were converted. In establishing a 
fracture room, patient beds adja- 
cent to the surgical suite were 
taken over. Small wards next to 
existing gymnasium facilities were 
added to meet the growth needs of 
the physical medicine department. 


Greater difficulty was encoun- 
tered in attempting to solve the 
problems of providing replacement 
beds, and additional beds. Time and 
again the committee toured the 
physical plant and studied the 
blueprints. Through these studies 
three methods were evolved to 
make room for additional beds 
within the existing cubage at a 
minimum cost. 
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THREE METHODS 


1. The first method took advan- 
tage of the more spacious accom- 
modations provided in the original 
plant. Some private rooms were 
approximately 200 square feet in 
area. These were easily converted 
into two-bed rooms which allowed 
approximately 100 square feet per 
bed. The same method was used to 
add capacity to larger rooms which 
originally held two, three, or four 
beds. This method has not only 
helped replace space lost to new 
or expanding services; it has en- 
abled St. Barnabas Hospital to in- 
crease its total capacity by some 
50 beds. 

2. The second method consists 
of converting smaller adjoining 
patient rooms into larger units by 
removing connecting walls. Some 
private rooms, for example, were 
approximately 144 square feet in 
area. These rooms are too small 
to accommodate more than one bed. 
However, by removing the wall 
separating two such rooms,-a total 
area of 288 square feet is made 
available. This space will accom- 
modate three beds easily and com- 
fortably, allowing 96 square feet 
per bed. This method will make 
available some 15 additional beds 
in other areas of our hospital. 

3. The third method enables the 
hospital to discontinue its large 
ward services in favor of smaller 
units. This method consists of con- 
verting wards of 13 and 16 beds 
into cubicled units. The 13-bed 
wards measure 32° 8” by 51’ 6”, or 
approximately 1,680 square feet. 
Partitions of metal and glass can 
divide these into two units of five 
beds and two units of four beds. 
Thus, 18 beds (93 square feet per 
bed) can be.set up in an area which 
formerly held 13 beds (130 square 
feet per bed). The 16-bed wards— 
roughly 2,240 square feet—can be 
similarly partitioned into four six- 
bed units for a gain of eight beds, 
with 93 square feet per bed (see 
illustration on this page). An al- 
ternate method of subdividing 
large ward areas is to install stand- 
ard walls instead of metal and glass 
partitions. This method offers 
greater privacy and permits segre- 
gation of patients by sex, but is 
limited by ventilation factors. We 
feel cubicling represents a more 
flexible type of planning. 

Eventually, management plans 
to cubicle seven wards, thereby 


MARCH |, 1956, VOL. 30 


making room for about sixty more 
patients. These beds, if secured by 
new construction would cost up to 
$25,000 each, for a possible over-all 
cost of $1,525,000. Under the par- 
tition plan, the cost runs to only 
$1,500 per bed, or as little as 6 
per cent of the cost of new con- 
struction. Where space is available 
this is a most economical way to 
increase bed capacity and reduce 
the cost of hospital operations. Ad- 
vantages to the patient include 
greater privacy, segregation ac- 
cording to medical condition, and 


the peace and quiet of smaller 
units. 

The benefits realized from a pro- 
gram of continuous space analysis 
will more than adequately com- 
pensate for the time and efforts 
expended. At St. Barnabas Hospi- 
tal, this program has proven very 
successful in meeting needs for in- 
creased professional service facili- 
ties and additional beds. Moreover, 
it established more efficient nurs- 
ing units of four, five, or six beds 
to replace large unwieldy units of 
and sixteen beds. 


SUGGESTION BP CONTAINERS 
are all especially designed 


B-P FORMALDEHYDE 
GERMICIDE w... 


conteins MELAC MLOBOPHENE (G1 1") 


KILL vegetative pathogens and spore formers within 


5 minutes.” 


KILL the spores themselves within 3 hours.” 


KILL tubercle bacilli within 5 minutes.* 


*Tredemert of Corp. 


for convenirnee com 


junction with the use of 
B-P CERMICIDE. 


Ash your dealer 


Used as directed, it will not injure keen cutting edges, points of 
hypodermic and suture needles, scissors and other ‘sharps’ +» for 
rust, corrode or otherwise damage metallic instruments. 

IT’S THE ECONOMICAL ANSWER towards keeping annual costs 


for solutions and instrument replacement and repairs at a minimum. 


May be used repeatedly if kept undiluted and free of foreign matter. 
*( ompar ative (hart sent on (equet 


PARKER, WHITE & HEYL, INC. 
Danbury, Connecticut, U.S.A 


Takes Fot 
| Has What it 
CHEMICAL DISINFECTION MENTS 
SURGICAL INSTRY 
You can rely on 
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(Continued from page 44) 


Comment: The question of who 
should determine what to buy is 
the cause of one of the most seri- 
ous perpetual conflicts in hospitals. 
Some department heads believe it 
is their prerogative, and theirs 
alone, to determine what to buy. 
They reason, correctly, that they 
are best informed about the jobs 
to be done in their respective de- 
partments. They then reach the 
erroneous conclusion that they 
should do all purchasing for their 
departments. Or, if that is not 
possible, they conclude that they 
should dictate to the purchasing 
agent not only the full details of 
what to buy, but also complete in- 
structions on how, when and where 
to buy. In such situations, the pur- 
chasing agent is either circum- 
vented or reduced to the status of 
an order clerk. 

This type of department head 
viewpoint completely overlooks the 
authority and responsibilities of 
the board of trustees, administrator 
and purchasing agent for conduct- 
ing the purchasing function with 
a planned singleness of purpose. It 
disregards the special abilities, ex- 
perience and responsibilities of the 
purchasing agent, And it rejects the 
thought of possible gain from a 
pooling of the experience of the 
operating specialist with that of 
the purchasing specialist. 

To deal effectively with this sit- 
uation, the administrator needs a 
guide such as the general purchas- 
ing policy statement which appears 
on page 66. Both the purchasing 
agent and the department heads 
need a clear description of their 
respective functions in determining 
what to buy. 

The department head should 
call attention to operating needs 
promptly and state those needs in 
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terms of specific job requirements 
or specifications. In purchasing 
new items it is the prerogative of 
the department heads to suggest 
sources and brand names as a 
starting point for consideration. 
Brand names should not be used 
as a specification for established 
items unless the brand has been 
universally adopted as a standard. 

The purchasing agent should (1) 
receive the department head’s 
statement of needs, (2) review 
these specific needs in terms of 
the hospital’s stated general policy 
objectives, (3) confer and counsel 
with the department head in case 
of policy conflict or other prob- 
lems, (4) suggest various means 
of accomplishing the job with 
available projects, particularly 
those carried in hospital stock for 
other departments, (5) establish 
and record the needs in terms 
of manufacturer’s’§ specifications 
which are agreeable to the depart- 
ment head, and (6) locate and pur- 
chase items which satisfy all re- 
quirements: 


HOW MUCH TO BUY 

Responsibility: To buy that quantity 
which meets the hospital’s opera- 
tional needs, plus all policy condi- 
tions. 
Comment: It is the function of the 
department head to state quantity 
needs in terms of normal usage per 
day, week, month, quarter or year, 
as may be appropriate. 

It is the function of the purchas- 
ing agent to determine the actual 
quantity of any given order by cor- 
relating operational needs with 
policy conditions. 

Policy Guides: The quantities to be 
specified on any one order will be 
governed by general inventory pol- 
icy. Although such policy may 


change rather frequently, it should 
be clearly stated and be based on 
such factors as (1) distance of the 
hospital from sources of supply, 
(2) available storage space, (3) 
cash available for investment, (4) 
contract buying opportunities, (5) 
quantity discount, and (6) the 
volume of each item. normally 
used. 

A sample policy, based on the 
above factors, should read some- 
what as follows: 

The Hospital 
shall normally maintain stocks of 
various supply items in accordance 
with the following table of maxi- 
mums and minimums, based on an 
average day’s usage: 

. Min. Max. 
Medical-Surgical 30 days 90 days 
Office Supplies 30days 90 days 
Printing 180 days 365 days 
Foods—Staple 7days 60 days 
Foods——Perishable 3 days 14 days 
Fuel 7days 60 days 
Linens 30 days 180 days 


See items B- 2, 3, 4; 5, 6, 7, 8, 
and 10 on the policy check list, 
page 66. 

WHEN TO BUY 
Responsibility: ‘To buy at proper times 
to insure an uninterrupted supply 
of materials for the hospital’s op- 
erational needs, in spite of varia- 
bles in production, market avail- 
ability and delivery delays. Policy 
Guides: See general policy check 
list, B-1 through 7, plus 9, 10. 
Contract Buying: Sample: ‘To insure 
a steady supply at the most ad- 
vantageous prices, the 
Hospital shall contract annually 
for the following items: 

" Note: Hospitals 
regularly contract annually for 
such items as: milk, bread, meat, 
fuel, laundry service, and various 
maintenance services. 

Market Trends: Sample: “The 
Hospital shall purchase its 
supply items at regular intervals 
based primarily on operational 
needs, regardless of market 
trends.” 
Rush Orders: These are to be avoid- 
ed and will be held to a minimum 
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meets another 


hospital need = with two new 
stainless steel utensils 
that make it easier 
to care for patients 


Both these new utensils make a 
practical and much needed con- 
tribution to easier hospital care— 
easier for patient and attendant. 
And both are symbols of 
Volirath’s continuing service to 
the medical profession—with 
better clinical utensils of the 
finest quality. 


a smaller 24-oz. 
stainless steel urinal 


no larger than necessary ... 
no heavier than necessary. 


Hospitals already using this smaller 
urinal endorse it heartily. its smaller 
size makes it lighter in weight, easier 
to handie—and less expensive—than 
the larger, heavier 2-quart urinal, 
And its 14-pint (24-02.) capacity is 
adequate for general hospital use. 
Made in heavy-gauge seamiess 
stainless steel. 


Made only by Vollrath 


stainless steel 
fracture bed pan 


smaller — flatter — easier to 
use with immobilized patient 


The only fracture bed pan in stain- 
less stee/-—— made with a low, flat, 
sloping top much easier to use with 
patients unable to move. And like 
all Vollrath hospital ware it's easy 
to clean and certain to conform to 
the most rigid sanitary standards. 
it offers far more in convenience, 
utility, and durability. 


Made only by Vollrath 


Only Volirath offers a complete line of 
stainiess steel and porcelain enameled 
steel utensils to meet every hospital need 
and every department budget identifying 
numbers stamped on all stainiess stee! 
items facilitate ordering. 


First in STEEL Utensils 
for the medical professon 


THE VOLLRATH CO. 


SHEBOYGAN, WISCONSIN 
Sales offices and show rooms: New York « Chicago + Los Angeles 


Volirath Ware is displayed at all 
National and Regional Shows 
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Policy Guide: Suggested board of 
trustees general purchasing policy 
statement. 


The determination of what to 
buy is so important basically 
that the board of trustees, the 
administrator and all others in 
the hospital should have a gen- 
eral guide to follow. The fol- 
lowing General Policy State- 
ment, developed for and adopted 
this year by the American Hos- 
pital Association Committee on 
Purchasing, Simplification and 
Standardization, is recommended 
as covering most of the essential 
points. 


“The Hospital 
believes that it is the purpose of 
the purchasing function to pro- 
vide the tools required by its 
personnel to perform the total 
job of patient care in an effective 
and desirable manner. In this 
usage, ‘‘tools’’ include land, 
buildings, equipment, supplies, 
food, furnishings and utilities. 
To be effective, these tools must 
be selected not only to fit the 
job to be done, but also to ad- 
vance the over-all objectives of 
the hospital, Therefore, as a 
matter of general policy, selec- 
tion of all items for purchase 
shall be based on consideration 
of the following factors. 
A. Specific requirements of the 
job to be done. 
B. Effect of the item on: 
1. Quality of care, 
2. Utilization of 
time and effort, 
3. Utilization of space and 
plant facilities, 
4. Safety and health of pa- 
tients and personnel, 
5. Comfort of patients, 


personne! 


6. Esthetic tastes of the clien-. 


tele served, 

7. Operating costs over the 
long-term, including main- 
tenance, 

8. Adaptability to technolog- 
ical changes in methods 
and procedures, 

9. Employee morale and ten- 
ure of employment, 

10. Use of the hospital's cash 
resources, and 

11. Compliance with the laws, 
regulations and licensing 
requirements of the state 
and municipality.” 


by sound inventory policy and 
practice. If needed, various specific 
policies on rush orders can be 
formulated. 


function two 


Procurement, considered here 
in three sections, is purely a pur- 
chasing function. In some indus- 
trial organizations procurement is 
considered as the only function of 
the purchasing agent and the pur- 
chasing department. 


DEVELOPMENT -OF SOURCES 

OF SUPPLY 
Responsibility: To develop two or 
more sources of supply for each 
item regularly used by the hospital. 
Policy Guides: Fach prospective sup- 
plier should be reliable with re- 
spect to quality of merchandise, 
fair dealing, and ability to supply 
the quantities needed. 

Depending on the community 
situation, each hospital may desire 
to make some modification of the 
following sample policy statement: 
“All other factors being equal, 
purchases shall be made from ven- 
dors located in the local area (de- 
fine “local area”) with all inter- 
ested vendors being permitted to 
submit such specifications and 
quotations as may be required by 
the hospital.” 

If the situation arises, the board 
of trustees should issue some policy 
statement concerning the desira- 
bility and the circumstances under 
which purchases should be made 
from companies operated by any of 
the hospital’s trustees. 

Upon occasion a policy statement 
similar to that above may be help- 
ful in cases involving donors to the 
hospital, 


NEGOTIATION WITH SUPPLIERS 
Responsibility; To obtain the best 
possible value for the hospital 
dollar, all factors considered, 
Policy Guides: The primary and basic 
consideration will be the specifica- 
tions of the item desired. Secon- 
dary considerations include: de- 
livery, service, price, discounts and 
credit terms. Competitive quota- 
tions. Sample policy: “In all cases 
where there are two or more 


sources, competitive quotations 
shall be obtained on each major 
($ ) purchase, and at least 


on every fifth purchase of each 
reutine supply item.” 


Ethics: Sample policy: “All aspects 


of the purchasing function shall be 


administered in accordance with 
the highest standards of business 
ethics to the end that the hospital 
will be respected by all with whom 
it deals.” 


FOLLOW-UP AND EXPEDITING 
OF ORDERS 
Responsibility: To insure that all items 
are shipped promptly and com- 
pletely in accordance with the con- 
ditions of the order and any sub- 

sequent changes. 
Policy Guides: General principles of 
ethics and public relations apply. 


fanction three 


Receiving and checking is fre- 
quently assigned to hospital pur- 
chasing agents, although in some 
hospitals and in many other types 
of organizations, this is considered 
a function of the controller or busi- 
ness Manager. 

Responsibility: To insure that al] mer- 
chandise purchased is officially re- 
ceived, identified as the material 
ordered, inspected for condition on 
receipt, and checked for correctness 
of quantity. 

Policy Guides: (1) Administrative 
policy establishing responsibility 
and procedures for the above. (2) 
Administrative policies establish- 
ing procedures for the handling of 
shortages and overages, damage 
claims, back orders. (3) Policy on 
ethics. 


function four 


This consists of inspection for tech- 
nical compliance with specifica- 
tions. 

Responsibility: To see that qualified 
persons check merchandise re- 
ceived against technical specifica- 
tions in accordance with recognized 
test procedures. 

Comment: Hospitals may obtain the 


‘services of a laboratory for testing 


the b.t.u. content of coal, or the 
U.S. Bureau of Standards for test- 
ing syringes. Departmental spe- 
cialists may be asked to check the 
items used in their respective de- 
partments, such as x-ray films, 
laboratory equipment and canned 
foods. Many items may be checked 
as a direct testing function of the 
purchasing agent; for example, 
checking the thread count of linens. 
Policy Guides: Administrative poli- 
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-PHARMASEAL* ENEMA 


~ Routine use can save approximately $44. 00 
per bed per year? 


The modern 4-ounee Pharmaseal Enema. 

saves an average of 28 minutes of nursing time 

per enema. It replaces the messy, time- 

consuming, uncomfortable soap suds or tap 

__ water enema, and is so quick and smooth 
that patients applaud it! 


Pharmaseal Enema, used in your hospital 
routinely, can conVert losses to profits. 


Write for a plan tailored for your mae that 
will convert losses to profits, 


PHARMASEAL LABORATORIES 


_ Subsidiary of Don Baxter, Inc. 
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AMOTHER FIRST! Pharmaseal Laboratories announces en 
entirely new type of tubing-connector that is SHATVERPROOF 


Simply score with a knife 
ond break at notch you select 


BULL LUMEN increases with each notch size. 
S IN | —fits five «izes of tubing. Adaptable to 15 tubing combinations. 
AUTOCLAVABLE bv boiled or autoclaved repeatedly. 


TRANSLUCENT ~¢2sy to observe flow. 


COSTS LESS --only 30 cents each in box lots: 5-in-1, & Sims — 40 cents each for “T.” 
Eliminates glass breakage costs. 


Available through authorized Pharmaseal Distributors. 


PHARMASEAL LABORATORIES 
GLENDALE 1, CALIFORNIA 


Subsidiary of Don Baxter, inc. 
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cies should establish the extent, 
frequency and types of tests on the 
various classifications of merchan- 
dise. Example: “Three items from 
each monthly shipment of canned 
foods shall be spot checked for 
compliance with applicable U.S. 
Department of Agriculture specifi- 


function five 


Storage and issuance of mer- 

chandise, although frequently as- 
signed to the hospital purchasing 
agent, is sometimes assigned to the 
controller or business manager. 
Responsibility: To store all merchan- 
dise received, to issue this mer- 
chandise as needed by using de- 
partments, and to carry out these 
functions in an orderly, systematic 
and accountable manner. 
Policy Guides: Administrative poli- 
cies on inventory control, and sys- 
tem for issuance and frequency of 
issuance apply. Example: “A per- 
petual inventory shall be main- 
tained on all items in stock.” 


Payment for merchandise re- 
ceived is a function of the hospital 
purchasing agent only if he is re- 
sponsible for receiving and check- 
ing. 
Responsibility: To provide the 
accounting department with neces- 
sary reports of receipts of mer- 
chandise and supplementary in- 
formation so that invoices may be 
paid promptly and expense dis- 
tributed to the proper accounts. 
Policy Guides: Administrative poli- 
cies relative to internal accounting 
and the organization of this func- 
tion will apply. 


peuctlon seven 


This function consists of product 
research. 
Responsibility: To investigate new 
products and their applications, so 
that the hospital will be supplied 
with the tools to accomplish its 
objectives in the best possible 
manner. 
Policy Guides: Administrative poli- 
cies regarding subscriptions to re- 
search reports and services, co- 
operation with manufacturers in 
field tests, attendance of personne! 
at technical exhibits, exchange of 
information with other hospitals, 
limited scale use tests within the 
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hospital, and provision for simple 
test equipment—all have applica- 
tion here. Example: “The purchas- 
ing agent shall screen the market 
for available new products, report- 
ing those with practical possibilities 
to the administrator and to the de- 
partment head concerned. He shall 
then initiate limited scale tests or 
report in writing to the adminis- 
trator the factors in the decision 


not to test.” 
function eight 


This function concerns the pro- 
motion of simplification, standard- 
ization and labor saving ideas. 
Responsibility: To make the most ef- 
ficient expenditure of the hospital's 
purchasing dollar relative to the 
principles of simplification, stand- 
ardization and labor saving; and to 
familiarize all departments of the 
hospital with these objectives. 
Comment: The purchasing agents’ 
functions here are as follows: 


1. Simplification: To prevent 
wasteful purchase of excess vari- 
eties (sizes, shapes, colors, brands) 
of a given item. Examples: 30 sizes 
of syringe needles, 6 brands of 
penicillin, 300 varieties of sutures, 
4 varieties of floor soap. 


2. Standardization: To prevent 
the purchase of items which do not 
meet the requirements of the job 
to be done, as well as those which 
wastefully exceed the job require- 
ments. The purchasing agent must 
have available reference data on 
generally accepted standards, such 
as those developed by the U.S. 
Department of Commerce, Ameri- 
can Standards Association and the 
American Hospital Association. 

3. Labor saving: To purchase 
items which permit the greatest 
amount of labor saving, consistent 
with principles of good patient care 
and other considerations. 

4. General: To promote depart- 
mental and  inter-departmental 
savings and improvements in care 
based on the three principles 
above. 

Policy Guides: Board of trustees gen- 
eral policy statement B-2, page 66. 

Administrative policy statement 
emphasizing the importance of 
simplification, standardization and 
labor saving practices. 

Administrative policy establish- 
ing a vehicle for the promotion of 
these principles by the purchasing 


agent. Example: A standards com- 


mittee. 
fuuctlon nine 


This function concerns salvaging. 
Responsibility: To make the best pos- 
sible use of the hospital's invest- 
ment in merchandise which is 
obsolete or otherwise unusable for 
the purpose for which purchased; 
and further, to prevent the unwise 
use of space occupied by such 
items. 

Policy Guides: Administrative direc- 
tive authorizing the purchasing 
agent to handle this function on 
some periodic and systematic basis. 


function ten 


This function concerns the staff 
officer. 

Responsibility: To serve as the deputy 
of and “assistant to” the adminis- 
trator in all matters pertaining to 
purchasing; to advise the admin- 
istrator on purchasing policy; and 
to submit to the administrator spe- 
cial reports as requested, and such 
periodic reports as may be neces- 
sary to reflect the effectiveness of 
the purchasing function. 

Comment: In acting as the deputy 
of the administrator, the purchas- 
ing agent is obligated to represent 
truly the administrative views and 
policies of the hospital in dealing 
with all persons both within and 
without the hospital. 

In presenting staff reports and 

policy recommendations, the pur- 
chasing agent should remember 
that considered thinking and ac- 
curate, factual information is de- 
sired. 
Policy Guides: An organizational di- 
rective from the administrator 
stating clearly the status and 
function of the purchasing agent 
in this capacity will be helpful 
to the purchasing agent as well as 
to department heads and others in 
the hospital. 

A directive to the purchasing 
agent outlining the type of advice 
sought will be most helpful. (Poli- 
cy statements relative to the 11 
functions outlined in this presenta- 
tion may serve as a starting point.) 
Reports of the Administreter: The fol- 
lowing regular reports are sug- 
gested: 

1. Inventory balance-——monthly, 
in dollar value; plus value of pur- 

(Continued on page 70) 
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Fiber glass wastebasket (5A-1) 


Manutacturer's description: Designed in 
a rectangular shape, this new fiber 
glass wastebasket is easy to clean, 
strong, lightweight, and does not 
scratch or dent. A vinyl bumper 
bonded to the top edge of the 
wastebasket prevents damage to 
furniture, It meets UL approval 
for flame-resistant material and 


fire-safe design, is easily cleaned 
and withstands steam and chemi- 
cals. 


Portable electric plant (5A-2) 

Manufacturer's descriptions The model 
shown, a lightweight 1500-watt, 
60-cycle, A.C. electric plant, weighs 
125 pounds and is equipped with 


tubular aluminum carrying frame 
as standard equipment. Some of 
the features of the single cylinder 
engine include extra-large, long- 
life bearings, built-in governor and 
high-tension, radio-shielded mag- 
neto ignition. The unit will run 
about three hours on one gallon of 
gasoline at full rated load. 


Portable electric plaster cutter 
(5A-3) 


Manufacturer's description: This plaster 
cutter, designed for building main- 
tenance men and electrical con- 
tractors, makes parallel cuts in 
plaster by running the unit along 
the surface as desired, after which 
the plaster between the cuts is 
easily taken out with a chisel. 
There is no cracking of plaster 
or wasting materials. The basic 


An endeavor is made to screen 
carefully the products appear- 
ing in this section. However, the 
statements printed have been 
made by the manufacturer and 
are brought to your attention 
primarily to keep you informed 
of new developments in the field. 
—~The Editors. 


> To learn the names and addresses of manufacturers of products and dis- 
tributors of literature described in this review, check the appropriate items 
on this coupon, sign your name and address, clip and mail to the Editorial 
Department of HOSPITALS, J.A.H.A., 18 E. Division St., Chicago 10, Illinois. 


Please send my name direct to the manufacturer, 
[) Please send the name of the manufacturer to me. 


Fiber glass wastebasket (5A-1) 
electric plant (5A-2) 
Portable electric plaster cutter (5A-3) 
Magnetic cassette hoider (5A-4) 
Compact evtomatic steam generator (5A-5) 
Vegetable peeler (5A-6) 


Nuclear instruments (SAL-1) 
acoustical ceilings (5AL-2) 
_Thermestetic shower contro! (SAL-3) 

Salt in the diet (SAL-4) 


Book matches (5AL-6) 
Pharmacevtical products (5AL-7) 
Long-life electric light bulbs (5AL-8) 
_Lint collector (S5AL-9) 


_Carpeted flooring (SAL-5) _Electronic air cleaner (SAL-10) 
HOSPITAL. 

{Please type « or print in pencil) 


unit consists of two 4"x5/32"x'%” 
abrasive wheels with adequate 
guard, equipped with support 
handle. The cutter can also be used 
for making single cuts in plaster 


for door or window openings, re- 
pairing cracks, etc.; and for scoring 
tile, marble, stone, concrete, and 
other hard materials. 


Magnetic cassette holder (5A-4) 


Manufacturer's description: This holder 
consists of two powerful magnetic 
base holders, with a pull of 125 
Ibs. each, 2%”"x1%"x1/16", con- 
nected by universal ball-joint link- 
age. This linkage includes two 
stems 4%” long which slide 


through a swivel adaptor that al- 
lows 360° adjustment in all direc-" 
tions. The base strip has an over- 
all length of 16” and a height of 3” 
for use on plain operating table or 


fracture table. The ledge type 
sterilizing and storing tray is 5%” 
x10%”". Two steel plates 3”x4%” 
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MAJOR as OR 


TELFA lifts off easily without sticking, even from this ve 
long midline incision. Stitches are never irritated nor 
ing disturbed. 


WHATEVER THE WOUND, 


Ss es MINOR 


Note easy removal of TELFA on 6th day after excision of 
neck tumor. Wound is dry, healing is well-advanced, and 
removal is painless. 


DRESS IT WITH TELFA 


Wounds heal faster with a TELFA dressing. Doesn’t stick... 
and no pain when you take it off 


Now you can dress any wound 
with TELFA—wounds that you 
have heretofore dressed with 
gauze, or with sponges and pads. 


TELPFA is now available in two 
forms: TELFA Strips, for simple, 
minor wounds and the new TELFA 
Sponge- Pads for all routine sur- 
gical wounds and even for drain- 
age cases. 


This means that you can now 
employ the advanced TELFA tech- 
nique throughout your dressings 
practice. 


Because of its perforated 
“plastic skin’’ that goes next to 
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the wound, TELFA absorbs drain- 
age without sticking to the 
wound. Removal issimple, pain- 
less and does not disturb heal- 
ing tissue or stitches. 


Result: you get fast, primary 
healing ... as well as less pa- 
tient discomfort. 


Nature heals best when heal- 
ing tissue is not disrupted. Use 
TELFA routinely. 


TELFA Strips are supplied in 
bulk cases x 4", 3” x 8” and 
8” x 10". TELFA Sponge-Pads in 
bulk cases of 4” x 5” and 5” x 9” 
pads. 


TELFA 


NON-ADHERENT 
STRIPS OR 
SPONGE-PADS 


BAUER BLACK 


DIVISION OF THE KENDALL CHICAGO 
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and tube of liquid solder are used 
for mounting to back of non-fer- 
rous cassettes. Price complete is 
$75. Less base strip, $65. 


Compact automatic steam 
generator (5A-5) 

Manvtacturer's description: So compact 
it occupies less space than a ste- 
nographer’s desk, this automatic 
generator employes a new principle 
combining balanced feed with 
forced circulation, A single unit 
provides all the steam necessary 
for pressure cookers, steam tables, 
coffee makers, and rendering 
equipment, plus steam for steam 
cleaning of kitchens and garbage 
rooms, plus an inexhaustible sup- 
ply of hot water at any desired 


temperature. The unit automatical- 
ly shuts off during slack periods 
to effect substantial economies. 


Vegetable peeler (5A-6) 

Manutacturer's description; A precision- 
built machine designed for rugged 
performance, this model is made 


of easy-cleansing stainless steel 
and automatically peels a full 20 
lb. load of vegetables in one min- 
ute. Among the new features are: 
automatic precision dial-control 
for selective timing and automatic 
shut-off to prevent over-peeling; 
powerful % H.P. electric motor 
with double “V” belt drive and 
automatic tension take-up for 
maintaining positive power; stain- 
less steel drive shaft housed in life- 
time lubricated bearings never 
needs oiling. 


product literature 


(SEE COUPON ON PAGE 68) 


Nuclear instruments — (5AL-1) —A 
fully illustrated catalog providing 
information on all instruments re- 
quired in a radioisotope laboratory 
for diagnostic measurements such 
as thyroid uptakes, protein bound 
iodine, and blood volume. 
Aluminum acoustical ceilings— (5AL- 
2)-—-A folder giving details and 
photographs of installations of 
aluminum acoustical ceilings. The 
permanent aluminum finishes elim- 
inate refinishing costs and substan- 
tially reduce maintenance costs. 
Thermostatic shower control—(5AL- 
3)—-A four-page bulletin intro- 
ducing an advanced style trend in 
thermostatic shower control, of in- 
terest to the hospital architect and 
staff engineer. 

Salt in the diet——(5AL-4)—A new 
booklet describing the role of salt 
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in human physiology. Contains 
useful information for dietitians on 
the need for salt particularly in 
summertime diets. 

Carpeted flooring — (5AL-5) — An 
eight-page brochure giving cost 
analyses studies of actual floor 
maintenance jobs. The brochure 
explains the physical and psycho- 
logical advantages of carpeting. 
Book matches—(5AL-6)—A book- 
let giving various sizes and types 
of book matches for institutions 
wishing to use this medium as a 
public relations effort. Useful for 
hospital public relations people and 
women’s auxiliaries. 
Pharmaceutical products changes and 
additions — (5AL-7) — An abstract 
of changes and additions in the 
USP XV and NFX, listing all 
products that appeared in the 


USP XIV and NF IX, but which 
were not admitted to the new edi- 
tions. It also indicates the products 
transferred from the USP to NF, 
and vice versa, and designates sig- 


nificant changes in products, tests, 


and specifications. 

Long-life electric light bulbs—(5AL- 
8)—A 32-page booklet giving 
prices, descriptions, and uses of 
electric light bulbs and fluorescent 
lamps. 

Lint collector—(5AL-9)—A bulle- 
tin showing the simplified opera- 
tion and details of installation of 
a newly designed lint collector sys- 
tem. A schematic diagram shows 
how it operates within four size 
capacities, 8,090 cfm-22,300 cfk 
to collect lint from any number of 
laundry tumblers. 

Electronic air cleaner—(5AL-10)—A 
case history of air cleaning in a 
hospital, calling attention to the 
benefits provided by electronically 
cleaned air. 


11 major purchasing functions 
(Continued from page 67) 


chases and issuances for same 
period. 

2. Capital equipment—ordered 
and received during month, plus 
balance on order at end of month. 

3. New products and systems re- 
port. Note: Include those items un- 
der study, screened but rejected 
before test, rejected after test, and 
adopted. 

4. Standards committee report. 

5. Excess usage report. 

6. Salvage report. 

7. General recommendations. 


eleven 


The function of serving as a de- 
partment head applies if the pur- 
chasing agent has one or more 
persons assisting him and under his 
supervision in carrying out the 
purchasing functions. 

Responsibility: To organize, direct 
and supervise a department for the 
purpose of fulfilling the several 
purchasing functions. Comment: 
Within his own department, the 
purchasing agent has complete line 
of authority comparable to that of 
any other department head. 

Policy Guides: Genera! policies of the 
hospital. Personnel] policies. Pur- 
chasing policies. ® 
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Each fluidounce contains: 


2 grs. 


in an aromatized and carminative 
vehicle 


Available in bottles of 6 and 10 
fluidounces and | gallon 


Tes Ursoun Company, Katamazoo, Micuiean 
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Administrative attitudes 


CUSTODIAL TO THERAPEUTIC Pa- 
TIENT CARE IN MENTAL HOSPITALS. 
Milton Greenblatt, Richard H. 
York and Esther Lucile Brown. 


Russell Sage Foundation, New 


York, 1955. 497 pp. $5. 


This is an analysis of patient 
services in three hospitals, a teach- 
ing hospital of the intensive treat- 
ment or psychopathic variety, a 
large veterans’ hospital, and a 
large state hospital. The study, 
conducted by two social scientists 
and a psychiatrist, outlines the de- 
velopment of staff attitudes and 
policies in patient care in these 
hospitals. It evaluates changes in 
staff policy and in administration 
activities that produced profound 
changes in patient behavior and 
care. The book illustrates the tre- 
mendous importance of top admin- 
istrative attitude and support and 
the importance of a sense of par- 
ticipation of employees at all staff 
levels, It is one of the most valua- 
ble studies of what goes on in a 
hospital that has been published in 
our generation. 

The accuracy of the authors’ ob- 
servations and the validity of their 
conclusions, at least in terms of 
patient care, can be verified by the 
reviewer because I am intimately 
familiar with two of the hospitals 
described in the book.—Jack R. 
EWwALt, M.D., commissioner, Mas- 
sachusetts Dept. of Mental Health. 


Mental health laws 


HOSPITALIZATION OF MENTAL PATIENTS; 
A Survey or Existine L&cIs.LaTIon. 
World Health Organization, Ge- 
neva, 1955. 100 pp. $1.25. 

This is a comparative survey of 
mental health laws of about 40 
governments which are members 
of the World Health Organization. 
It deals with legislation relating to 
admission to the hospital, care and 
discharge of persons suffering from 
psychosis, mental deficiency and 
psychopathic personalities. 

There are three criteria taken 
as a basis of comparison of existing 
legislation: first, opportunity for 
prompt medical care; second, pro- 
tection against emotionally harm- 
ful or degrading treatment; and 
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third, protection against wrongful 
confinement and deprivation of 
rights. 

The book makes a comparison of 
terminology employed in legisla- 
tion; an analysis of methods of ad- 
mission to and discharge from 
psychiatric institutions; and final- 
ly, a survey of tendencies in laws 
and regulations presently being 
drafted. It deals with such subject 
matter as financial considerations; 
questions connected with patients’ 
property; incompetency and loss of 
civil rights; and the licensing, staff- 
ing and general administration of 
mental institutions. — MARION 
Foster, staff attorney, American 
Hospital Association. 


Guide to medical schools 


A new addition to the hospital 
library’s reference shelf is 1956 
Admission Requirements of Amer- 
ican Medical Colleges, by John M. 
Stalnaker and Roscoe A. Dykman. 
The first two chapters provide gen- 
eral information on medical edu- 
cation-admission requirements, es- 
timates of medical expense for 
freshmen, specialization and medi- 
cal school enrollments. 

Chapter 3, arranged alphabeti- 
cally by state, describes the 85 med- 
ical schools, with information on 
the history of each school, entrance 
requirements, selection and apph- 
cation procedures, financial aid and 
statistical information. 

This directory of medical schools 
will be particularly helpful for 
guidance counselors. The price is 


' $2; and the source, the Associa- 


tion of American Medical Col- 
leges, 185 N. Wabash Ave., Chi- 
cago 1, 


Unified help for the disabled 


THE PREVENTION AND CONTROL OF INDI- 
GENT DISABILITY IN WASHINGTON 
COUNTY, MARYLAND. Community Re- 
search Associates, New York®, N. Y. 
July 1954. 78 pp. plus 21 tables. 
This report describes one of a 

series of research and experimental 

projects undertaken by Community 

Research Associates. The “Hagers- 

town Project’’ in Washington 

County, Md., is concerned with the 

prevention and control of indigent 


disability through appropriate re- 
habilitation measures. Thus this 
project carries on the two-fold 
purpose of the CRA over-all re- 
search program: to extend know!l- 
edge about the community-wide 
characteristics of the major social 
disorders dealt with by community 
health, welfare, and adjustment 
services; and to devise methods for 
better integration of these services 
into a positive program for pre- 
vention and control. 

In this summary of facts it is 
reported that 5.9 per cent of all 
families living in Washington 
County fall into the multi-problem 
families group, that is, families 
having some combination of two 
or more of the handicaps of de- 
pendency, ill health or maladjust- 
ment, and receiving service from 
some community agency. This fig- 
ure is amazingly close to the multi- 
problem family per cents deter- 
mined in earlier CRA projects 
conducted in other sections of the 
country. 

To carry out the project objec- 
tives, a family health center has 
been established under the direc- 
tion of a full-time physician with 
two immediate associates, a chief 
medical social worker and a super- 
visory public health nurse. The 
center will use all health and wel- 
fare resources in the county, but 
its staff is to be responsible for 
identification of the indigent dis- 
abled, screening and classification, 
treatment formulation, and case 
management. The rehabilitative 
goal of the center is the achieve- 
ment of maximum self-mainte- 
nance for each indigent disabled 
family or individual. Health care, 
vocational rehabilitation and social 
services will be provided as indi- 
cated in each case. 

If this experimental program 
can produce new methodology for 
rehabilitation and for better co- 
érdination of community health 
and social services, it will be of 
interest and help to all health 
personnel. 

—~PEARL BIERMAN, medical care 
consultant, American Public Wel- 
fare Association, Chicago. 
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This headline from an Eastern newspaper dramatizes the 
need for safety in Minor as well as Major Surgeries. 


INK TWICE! 


. . think about EXPLOSION-PROOF SAFETY 
. . think about QUALITY ILLUMINATION 


CASTLE’S no. 56 REFLEX is te answer 


(Head-Mirror Light) 


> How many times has the surgeon discarded the 
head-mirror for lack of a safe, adequate light 
source? 


P Now, where explosive gases are used, the new 
Reflex Light eliminates dangerous electrical 
components of ordinary head-mirror lamps. 


P The Reflex provides better vision . . . with light 
intensities three times that of ordinary fixtures. 


p> Saves personnel time in constant readjustment 
of old type concentrated “spots”... projects a 
70° cone of light, so wide the surgeon moves 
with perfect freedom, yet has constant focus of 
high-intensity mirrored light. 


This explosion-proof light 
brings lighting safety to all 
surgery in which head mir- 
ror is (or should be) used. 


Universal positioning lamphead rotates 360° 
in both horizontal and vertical planes . . . auto- 
matic spring-lock upright gives hi-lo adjustment 
35-48” from floor. No manual locks. 


WRITE for detailed specifications 


LIGHTS and 


Wimor Castite Company 
STERILIZERS 1802 E. Henrietta Rd. Rochester, N. Y. 
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news 


® Joun W. Beaton Jr. has been 
appointed business manager of the 
Southwest Flor- 
ida Tuberculosis 
Hospital, Tam- 
pa, Fla. Mr. Bea- 
ton is a graduate 
of the Columbia 
University 
course in hospi- 
tal administra- 
tion. As a cap- 
tain in the US 
Air Force, he 
served as medi- 
cal services administrator, at the 
USAF Hospital, Tachikawa, Japan, 
before entering Columbia. 


MR, BEATON 


® ANTHONY C. BRANSON, adminis- 
trator of Santiam Memoria! Hos- 
pital, Stayton, Ore., has been ap- 
pointed administrator of Salem 
(Ore.) General Hospital, succeed- 
ing CHARLES MCLEAN. 


@ DONALD CHAMPAGNE has been 
appointed field representative in 
the Hospital Facilities Division, 
New Mexico Department of Public 
Health in Santa Fe, N. Mex. In 
this capacity, he will be a member 
of the team responsible for licens- 
ing and counseling hospitals, nurs- 
ing homes and child care facilities 
throughout the state. Mr. Cham- 
pagne is a graduate of the Colum- 
bia University course in hospital 
administration. 


@ NoRMAN L. KAYE, assistant ad- 
ministrator of the Charles T. Miller 
Hospital, St. Paul, Minn., for the 
past four years, has been appointed 
administrator of Saratoga Hospital, 
Saratoga Springs, N.Y. Mr. Kaye is 
a graduate of the University of 
Minnesota course in hospital ad- 
ministration. 


@ Paut J. KEMBELL has been ap- 
pointed administrator of Douglas 
County Memorial Hospital in 
Waterville, Wash., succeeding Mrs. 
May W. R.N. 


@ RICHARD WAYNE SELLERS has 
been appointed assistant adminis- 
trator of the Children’s Memorial 
Hospital, Chicago. Mr. Sellers has 
been on the staff of St. Luke's Hos- 
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pital, Chicago, since 1951 as in- 
ternal auditor, assistant director of 
purchasing and administrative res- 
ident. He is a graduate of the 
Northwestern University course in 
hospital administration. 


MR. SELLERS MR. SPENCER 


@Paut J. Spencer, director of 
Lowell (Mass.) General Hospital, 
has been appointed director of the 
Faulkner Hospital, Boston. 

Mr. Spencer is a member of the 
American Hospital Association 
Council on Hospital Planning and 
Plant Operation and chairman of 
the Committee on Housekeeping in 
Hospitals, Council on Administra- 
tive Practice. He has also been 
active on other AHA councils and 
committees. 


@ JAMES P. STREITZ has been ap- 
pointed administrator of Chisholm 
(Minn.) Memorial Hospital. For 
the past two years, Mr. Streitz 
served in the Army as assistant 
management officer of Brooke 
Army Hospital, Fort Sam Houston, 
Tex. 

Mr. Streitz is a graduate of the 
University of Minnesota course in 
hospital administration. 


@ CHARLES F. TURNER, administra- 
tive assistant at St. Luke’s Hospi- 
tal, Kansas City, Mo., has been 
appointed assistant administrator 
of the hospital, 


Deaths 


@ LAWRENCE C. AvusTIN, 61, died 
after an illness of six months. A 
veteran of World War I and II, Mr. 
Austin was executive officer of the 
Veterans Administration Hospital, 
Wichita, Kans., before moving to 
Atchison over six years ago. 

He was a hospital administrator 


in Chieago, Milwaukee and Kansas 
City for a total of 20 years. He was 
assistant superintendent of Michael 
Reese Hospital, Chicago, superin- 
tendent of Mt. Sinai Hospital, Mil- 
waukee and superintendent of 
Menorah Hospital, Kansas City. 


WALTER JOHN MAarcLey, M.D., 
died November 8 at the age of 88. 
Dr. Marcley was a past president of 
the Mississippi Valley Conference 
on Tuberculosis and the Minnesota 
Public Health Association, of which 
he was also a director. He was one 
of the founders of the National 
Tuberculosis Association, which in 
1954 honored him with a 50-year 
medallion. Also that year, he was 
awarded a plaque in recognition of 
his long and valuable service in 
the Minnesota Tuberculosis and 
Health Association. 

Dr. Marcley was superintendent 
of the Massachusetts State Sana- 
torium, Rutland, 1797-1907. He be- 
came superintendent of the Min- 
nesota State Sanatorium in Walker 
in 1907. He also was chief of 
tuberculosis service at the Minne- 
apolis General Hospital; one time 
medical director of the Glen Lake 
Sanatorium; and served as direc- 
tor of the outpatient department 
of the Nopeming (Minn.) Sana- 
torium. 


® Gustar W. OLSON, 79, superin- 
tendent of the California Hospital, 
Los Angeles, from 1922 to 1932, 
died December 19 in Stockholm, 
Sweden. Mr. and Mrs. Olson were 
spending a year’s vacation in 
Europe. 

Mr. Olson directed the early ac- 
tivities of the Lutheran Hospital 
Society and became the first su- 
perintendent of the California 
Hospital. He went to Hawaii in 
1936 and served ten years as ad- 
ministrator of Queen’s Hospital, 
retiring in October, 1946. 

Mr. Olson was president of the 
Western States Hospital Associa- 
tion (now the Association of West- 
ern Hospitals) in 1930. He was a 
founder of the California Hospital 
Association, the Minnesota Hospi- 
tal Council, the Hospital Associa- 
tion of Hawaii and the Honolulu 
Council of Hospitals. 
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150 Years of Service 
to America’s Homes 
and Industries 


T 


» 
4 


f 


This year marks the 150th Anniversary 
of our modest beginnings. For it was in the year 
1806 that young William Colgate, the founder of our 
Company, opened his first soap-making factory on 
Dutch Street in New York City. 


History has recorded sweeping changes in this span 
of 150 years— years charged with drama and excite- 
ment, Against this ever-changing background, the 
Colgate Company has reached across the seas and 
around the world, touching the lives of millions! 


We of Colgate-Palmolive Company are grateful to 
all who have contributed to our success, And we 
pledge our continuing efforts to deserve the confi- 
dence of everyone we meet and do business with in 


the years ahead, 


She Colgate ~-Silmolive Company 
300 Park Avenue, New York 22, New York 
Atlanta 5, Ga. + Chicago 11, UL + Kansas City 5, Kans. + Berkeley 10, Calif. 
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OFFICIAL NOTES 


The following hospitals were ac- 
cepted for listing by the Board of 
Trustees of the American Hospital 
Association at ita Feb. 8-9 meet- 
ings. 

California 

University of California, Los 

Angeles 
tloride 

Clara Frye Tampa Municipal, 

Tampa 

Louis Burg, Chicago 

Northwest, Chicago 

Pinckneyville Community Hos- 
pital District, Pinckneyville 

Massachusetts 
Lemuel Shattuck, Jamaica Plain 
Missouri 

University of Missouri Student 
Health Service, Columbia 

4236th USAF, Sedalia Whiteman 
AFB 

New Jersey 

Middlesex Rehabilitation and 

Polio Center, New Brunswick 
North Dekota 

MacIntosh County Memorial, 
Ashley 

Dickey County Memorial, Ellen- 
dale 

Turtle Lake Community, Turtle 
Lake 

Sheyenne Memorial Hospital for 
Chronically Ill, Valley City 

MacKenzie County, Watford City 

Wishek Community, Wishek 

Oklahoma 

Memorial Hospital of Southern 
Oklahoma, Ardmore 

Bristow Memorial, Bristow 

Oklahoma Medical Research 
Foundation, Oklahoma City 

Grand Valley, Pryor 

Texos 

3645th USAF, Del Rio Laughlin 
AFB 

Santa Anna, Santa Anna 

Hewealli 

Kalaupapa Settlement, Kalau- 
papa 

Other actions by the Board will 
be published in the March 16 issue, 
including the adopted Statement with 
Respect to Hospital and Medical Care 
for Veterans, and a listing of Blue 
Cross Plans which have fully met or 
substantially complied with the ap- 
proval standards of the American Hos- 
pital Association. 
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Citation Hails AHA’s Role 


The American Hospital Association, and its Blue Cross Commission, 
has received a citation in recognition of the attainment of 50 million 
members in Blue Cross Plans for hospital care. 

Former President Herbert C. Hoover, as chairman of the Citizens 
Advisory Commission of the Health Information Foundation, made the 


Growth a Result of Cooperation 
Declares Association President 


Following is the statement of 
Ray E. Brown, president of the 
American Hospital Association, on 
receiving the citation from the 
Health Information Foundation, 
New York: 

On behalf of the hospitals of 
the United States and Canada I 
would like to thank the Health 
Information Foundation for this 
honor which it has bestowed on 
the American Hospital Association 
and its Blue Cross Commission. 

It is an especially great privi- 
lege to receive this citation from 
former President Herbert Hoover, 
in his present capacity as chair- 
man of the Advisory Committee of 
the Foundation. Mr. Hoover has 
made his mark in many fields of 
American community life, and not 
the least of these has been his con- 
tribution to improving the health 
of the nation. As chairman of two 
commissions which bore his name, 
Mr. Hoover offered inspiration and 
guidance to these groups which 
made many important recom- 
mendations. Mr. Hoover in his very 
being is the embodiment of an idea 
which is at the heart of Blue Cross 
-~the solution to community prob- 
lems by voluntary local groups. 


Cooperation is Responsible 


The fact that Blue Cross has 
now enrolled 50 million members 
is the result of the cooperative 
efforts of hospitals, the medical 
profession and citizens throughout 
the United States and Canada. 
Hospitals have played a major role 
in the astounding growth of Blue 
Cross from the germ of an idea 
26 years ago to a vital social move- 
ment which has now become the 
largest single voluntary organiza- 
tion on the North American conti- 
nent. 

And it is still growing. In the 
past 10 years alone there has been 


(Continued on page 78) 


presentation Feb. 13 to AHA Presi- 
dent Ray E. Brown. 

George Bugbee, president of 
Health Information Foundation, in 
introducing Mr. Hoover, described 
the citation as recognition by the 
Foundation that “voluntary health 
insurance has continued to increase 
its scope and now covers over 100 
million people in the United States. 

“Blue Cross, Blue Shield and 
many insurance companies have 
all contributed to this outstanding 
accomplishment,” he said. ‘Today 
we honor Blue Cross for a mile- 
stone of progress.” 


Commends Voluntery Action 


Mr. Hoover cited the accomplish- 
ments of voluntary health insur- 
ance and hospitals, commending 
also the objectives of the Health 
Information Foundation. Voluntary 
insurance associations “have ex- 
panded the capacity and improved 
the management of our great sys- 
tem of civilian hospitals,” he said. 
“They have prevented a myriad 
of pains and have saved the lives 
of a multitude of our people. They 
have greatly expanded hospitaliza- 
tion insurance. 

“Here is an inspiring example of 
the ability of a free people to car- 
ry on great welfare activities out- 
side of the government,” he said. 
“Responsibility for public welfare 
outside the government is the 
greatest expression of a free peo- 
ple.” 

The Foundation’s citation praised 
the AHA for “promoting the pub- 
lic welfare by increasing the ef- 
fectiveness of modern medical care 
through greater support for hos- 
pitals and through other programs 
dedicated to better patient care.” 

In accepting the citation for the 
AHA, Mr. Brown said that “hospi- 
tals have played a major role in 
the astounding growth of Blue 
Cross from the germ of an idea 
26 years ago to a vital social move- 
ment which has now become the 
largest single voluntary organiza- 
tion on the North American con- 
tinent.” (The full text of Mr. 
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AHA PRESIDENT Ray E. Brown (right) accepted citation Feb. 13 from former President Herbert 
C. Hoover, chairman of Citizens Advisory Commission of the Health information Foundation, 
New York. Citetion praised the Association and its Bive Cross Commission for their part 
in promoting public welfare through “increasing the effectiveness of modern medical care.” 


Brown's statement appears else- 
where on these pages.) 

Others participating in the cita- 
tion ceremony were Dr. Edwin L. 
Crosby, director of the American 
Hospital Association; Abraham 
Oseroff, president, Hospital Serv- 
ice Association of Pittsburgh and 


AHA President Ray E. Brown discusses 
the citation in his President's column, 
p. 45 of this issue. 


chairman of the Blue Cross Com- 
mission; Richard M. Jones, direc- 
tor of the Blue Cross Commission, 
and W. L. Dempsey, chairman of 
the HIF board of directors, 

The body of the citation reads 
as follows: 

—din recognition of the attainment 
of 50,000,000 members by 86 Blue 
Cross Plans throughout the United 
States and Canada. The Health In- 
formation Foundation, in keeping with 
its objective to promote the wisest use 
of health services, hereby commends 


MARCH |, 1966, VOL. 30 


the American Hospital Association for 
its outstanding role in 

Pioneering the development of Blue 
Cross and the prepayment principle 
which facilitates ways by which people 
everywhere can budget in advance for 
needed medical care; 

Fostering the continual extension 
and improvement of voluntary health 
insurance and promoting health in- 
surance protection for more than 100,- 
000,000 people in the United States; 

Bringing to more of the population 
in the United States and Canada the 
incaleulable benefits of medical sei- 
ence and the advantages of hospital 
service ; 

Promoting the public welfare by in- 
creasing the effectiveness of modern 
medical care through greater support 
for hospitals and through other pro- 
grams dedicated to better patient care. 


The citation was signed by Mr. 
Hoover, Mr. Bugbee, Mr. Dempsey 
and George F. Smith, chairman of 
the operating committee of the 
Health Information Foundation. 


National League for Nursing 
Sets 1959 As Final Deadline 
On Nursing School Accreditation 


The deadline for accreditation of 
nursing schools by the National 
League for Nursing has been ex- 
tended. 

Previously, schools would have 
been required to be accredited by 
the end of 1957. 

The NLN's Board decided on 
Jan. 27 to give an additional two 
years to schools which apply for 
accreditation before the end of 
1957 and which, in the opinion of 
the NLN. are within reach of 
attaining full accreditation. Such 
schools will be provisionally ac- 
credited and have until the end of 
1959 to gain full accreditation. 

In a separate action, the League's 
Steering Committee endorsed a 
motion by the Board of Review 
for Diplomas and Associate De- 
gree Programs to discontinue its 
policy of allowing representatives 
of nursing programs to sit in on 
board meetings considering ac- 
creditation of their program. 

The action, endorsed by the 
American Hospital Association, 
came after a mail poll of the 
schools, in which they voted to 
discontinue the privilege. 

The review board laid the action 
to the following reasons: 

1. Since the school has had an 
opportunity to study the report 
and suggest corrections, additions 
or deletions, the representatives 
of the schools in most instances 


do not add information which is. 


helpful in arriving at a decision. 

2. There is no way of validating 
the information which the repre- 
sentative submits. 

3. Since not all schools send 
representatives, there is an un- 
equal opportunity for all schools 
to present information. 

4. The length of time which 
elapses between the survey and 
the meeting of the board of review 
varies for different schools. Thus, 
there is not equal opportunity to 
make reportable progress. 

5. The amount of time available 
for visitors to report to the board 
of review at the meeting may be 
too brief to justify the expense 


of sending representatives from 


schools at a distance. 
6. It may add a subjective qual- 
ity to evaluation. 
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REPORT FROM MEDICAL CONGRESS - 


Problems Affecting Practice 
Considered During Sessions 


Problems such as the effect of 
prepayment on medical education, 
the graduates of foreign medical 
schools and the practice of medi- 
cine by full-time appointees in 
medical schools were discussed be- 
fore the 52nd Annual Congress on 
Medical Education and Licensure 
in Chicago from Feb. 11-14, 

Dr. Stiles D. Ezell, secretary of 
the New York Board of Medical 
Examiners, told the Congress that 
there are now more than 5,000 
foreign graduates in American hos- 
pitals and “the ultimate objective 
of most of them is to obtain a li- 
cense to practice. Before the plan of 
the Cooperating Committee is put 
into operation, there may be an 
additional 2,000 appointed to hos- 
pital services.” 

The committee to which Dr. 
Ezell referred is the Cooperating 
Committee on Graduates of For- 
eign Medical Schools. It represents 
the Federation of State Medical 
Boards of the United States, the 
Council on Medical Education and 
Hospitals of the American Medical 
Association, the Association of 
American Medica) Colleges and the 
American Hospital Association, and 
is developing a proposed program 
for evaluating the qualifications of 
foreign physicians seeking hospital 
positions in the United States. 

Dr. Ezell, representative of the 


@ Physicians Survey Basic Principles 


© ak Medical Boards Adopt Guide 
edical Colleges Urge Understanding 


Federation to this Committee, said 
that compared to the annual grad- 
uating classes of medical schools in 
the United States, the numbers of 
foreign graduates involved are al- 
most equal. “Roughly half of the 
potential candidates for licensure 
in the next few years,” he said, 
“will have an approved educational 
background. The other half will 
not have. Licensure boards have 
the responsibility of the unap- 
proved half. . .” 


Critical Attitude Developing 


“There is a critical attitude de- 
veloping in the hospitals that the 
foreign graduate, generally, is un- 
satisfactory. The actual value of 
the service rendered by the for- 
eign graduates and the extra time 
which must be devoted to his 
training apparently are being more 
carefully evaluated. The hospitals 
are realizing that the difference 
between the American graduate 
and the foreign graduate is both 
quantitative and a substantial one. 
There is reason to believe that the 
hospitals themselves will solve 
much of this problem in refusing 
to appoint interns and residents 
about whom there is any question 
of qualification.” 

Dr, Ezell said, “There is also a 
definite trend on the part of hos- 
pitals to place education ahead of 
service. If the hospitals had rec- 
ognized the need of this earlier, 
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‘an increase from 19,416,747 mem- 


bers to 50,179,264 members. In 
1945 Blue Cross paid to hospitals 
$104,759,043 for patient care, while 
in 1955 the 86 Blue Cross Plans 
paid more than $885 million. 

Hospitals and Blue Cross have 
been real pioneers in this field of 
prepayment. The fact that there 
are today millions of people in 
the United States enrolled under 
some sort of voluntary health in- 
surance plan is testimony to the 
soundness of Blue Cross and the 
idea that it has nurtured so well 
through more than a quarter of 
a century. 

The next quarter century will 
without doubt be marked by hos- 
pital and medical advances as 
phenomenal as those of the past 
quarter century. New techniques, 
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new drugs, new means of diagnosis 
and new hospital equipment will 
offer new opportunities to conquer 
the diseases which still beset man- 
kind. The special partnership of 
hospitals in providing the best in 
patient care, and nonprofit Blue 
Cross Plans in making possible its 
prepayment, will provide a bastion 
of strength to our voluntary way 
of solving our health problems and 
meeting other community needs. 
It will also make possible the 
widest distribution of the benefits 
of hospital care. 

Probably in no field of human 
endeavor is cooperation among so 
many groups so essential to the 
attainment of the objective as in 
health. The demonstration of this 
unity of purpose by hospitals, phy - 
sicians, Blue Cross, and all other 
members of the medical care team 
is a notable achievement of our 
voluntary way of life. 


the present problem would never 
have occurred. I think it may now 
be predicted that even though a 
foreign physician passes the screen- 
ing examination satisfactorily he 
will find it more difficult to obtain 
a hospital appointment as an in- 
tern or resident.” 

At.its final business session, the 
Federation of State Medical Boards 
of the United States approved in 
principle a June 17, 1955, revised 
report of the Cooperating Com- 
mittee. 

A symposium was held Feb. 13 
on problems related to clinical 
faculty appointments and the pri- 
vate practice of medicine. This 
symposium is an outgrowth of the 
study undertaken as a result of a 
resolution introduced before the 
house of delegates of the American 
Medical Association in Miami in 
1954. A special committee ap- 
pointed to study the problem is due 
to report at the June meeting of 
the AMA in Chicago. 

Dr. Robert L. Novy of Detroit 
reported on the responses to a 
questionnaire sent to medical 
schools. The institutions which re- 
plied overwhelmingly favored the 
proposition that full-time appoint- 
ment of one type or another was 
necessary in order to attract and 
retain competent teachers in the 
medical schools. 


Summeorizes Questionnaire 


Dr. Willard A. Wright of Willis- 
ton, N. Dak. summarized the re- 
sponses to a questionnaire sent to 
medical societies. He gave no sta- 
tistics but reported on attitudes. 
He said that county medical so- 
cieties were more critical than the 
state medical societies of the prac- 
tice of permitting a full-time 
teacher to supplement his income 
by fees from patients in one way 
or another. Dr. Wright said there 
was almost universal criticism 
when fees were used for general 
medical school purposes. The ma- 
jority of the respondents, he re- 
ported, favored a system whereby 
absolute full-time faculty (in 
which the teachers’ only income is 


in salary) was used with adequate 


payment to such faculty. 

Joseph C. Hinsey, Ph.D., direc- 
tor, New York Hospital-Cornell | 
Medical Center, said that complete 
abandonment of the full-time prin- 
ciple would set medical education 
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Dr. Coggeshall Takes Oath-of-Office 


INFORMAL ceremony in Washingten Jen. 31 merked induction of Dr. Lewell 1. Coggeshall 
of Chicage (center left) as special assistant fer health and medical affairs to Marion 8. Foeisom 


(left), Secretery ef Health, Education, end Welfare. Mr. Folsom administered 


-office 


oath-of 
in brief ceremony attended by Department officials and guests, including Dr. Edwin 1. Crosby 
(center right), AHA director, and Kenneth Williemsen, head of the Washington Service Bureav. 


back. He urged that medical ethics 
not be confused with medical eco- 
nomics and argued that a core of 
full-time faculty is a necessity in 
medical schools. He stated he was 
for a good balance between full- 
time and part-time teaching in the 
medical schools and declared that, 
in his opinion, salary supplementa- 
tion was necessary to get and keep 
qualified teachers. 

Dr. George Twente, speaking for 
the Mississippi Medical Society, 
put himself in complete opposi- 
tion to the so-called geographic 
full-time wherein a doctor is al- 
lowed to supplement his teaching 
salary by practice within the medi- 
cal center. He thought that free 
access to fees could divert the 
teacher from science and education 
which were his primary responsi- 
bilities. He said the real problem 
was the money which winds up in 
the general medical school treas- 
ury. 

In a paper on a related subject, 
Dr. Harvey V. Stone, associate pro- 
fessor of surgery (emeritus), Johns 
Hopkins University School of Med- 
icine, said that the full-time prin- 
ciple had set up boundaries be- 
tween the teacher and those who 
care for patients. He said that the 
dichotomy was not complete nor 
absolute: As remedies, Dr. Stone 
suggested: abandonment of total 
full-time, so that there was a com- 
bination of full-time and part- 
time teaching faculty in each medi- 
cal school; abandonment by the 
university hospitals of the intern- 
ship year; accepting for assistant 
residencies those who had interned 
at nonuniversity hospitals, and 
the giving of more rank, prestige 
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arid policy power to part-time 
teachers. 

Dr. Carl A. Moyer, professor of 
surgery, Washington University 
School of Medicine, St. Louis, Mo., 
said that “unless the medical pro- 
fession can adapt its attitudes to- 
ward the changing social structure 
imposed by the expansion of in- 
surance, graduate training in all 
branches of medicine will suffer 
because the trainee will be denied 
the privilege of learning by doing.” 


Colleges Ask for Appreciation 
Of New Problems in Education 


The Association of American 
Medical Colleges has called for 
appreciation by universities, med- 
ical schools, teaching hospitals and 
the medical profession of “prob- 
lems created for medical education 
by the changing pattern of medical 
and hospital services, a growing 
emphasis on medical research and 
the complexity of the operation of 
a modern teaching medical cen- 
ter.” 

The executive committee of the 
Association approved, Feb. 9, a 
statement titled “Meeting a Chal- 


lenge to Medical Education.” The 


statement was read at the 52nd 
annual Congress on Medical Edu- 
cation and Licensure held in Chi- 
cago Feb. 11-14. 

The statement cited: 

The effect of prepayment plans 
on medical education by producing 
a steady diminution in ward pa- 
tients for clinical instruction. 

@The growth of knowledge with 
consequent specialization within 
the profession. 

@® The development of various 


types of full-time instruction, de- 
velopments which “have increased 
the effectiveness of instruction, the 
productivity in research and the 
quality of patient care in hospi- 
tals.” 

@ The importance that the teach- 
ing centers should “be free from 
hampering regulation and censure 
by the medical profession.” 


The statement in full follows. 

The maintenance and im- 
provement of the physical and 
mental health of the popula- 
tion are among the pfimary 
responsibilities of any nation. 
Health ranks in importance 
with other major features of 
the national economy, such as 
food supply, housing, employ- 
ment, education, and industrial 
and agricultural production. 

The level of any health 
service depends upon the com- 
petence of those who partici- 
pate in it. 

The future health of the 
people will depend in consid- 
erable measure upon the con- 
tinuing supply of competent 
physicians. The education of 
physicians is a mutual concern 
of the universities, the medi- 
cal schools, the teaching hos- 
pitals and the medical profes- 
sion. The chief source of the 
supply of physicians will be 
the medical schools and teach- 
ing hospitals of the country. 

In order that the high stand- 
ards of medical education both 
for medical students and resi- 
dent training may be main- 
tained, it is essential that 
the universities, the medical 
schools, the teaching hospitals 
and the medical profession ap- 
preciate the problems created 
for medical education by the 
changing pattern of medical 
and hospital services, a grow- 
ing emphasis on medical re- 
search and the complexity of 
the operation of a modern 
teaching medical center. 

The production of compe- 
tent physicians by the teach- 
ing institutions will depend 
upon adequate facilities, finan- 
cial support, the recruitment 
of a sufficient number of well- 
prepared students and partic- 
ularly the maintenance of a 
staff of qualified scientists and 
clinicians dedicated to the 
education of physicians. 

Prepayment plans for hos- 
pitals and medical services, 
which have shown a phenom- 
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enal growth in the last 10 
years, are having a pronounced 
impact upon the operation and 
financing of those services. The 
cost of medical and hospital 
services continues to rise so 
that prepayment becomes more 
and more necessary. The 
growth of knowledge with 
consequent specialization with- 
in the profession has intro- 
duced many new problems, 
partly answered by the evolu- 
tion of group practice, pre- 
ventive medicine and emphasis 
again upon the whole individ- 
ual and family as the unit of 
medical care. All of these and 
other developments have pro- 
duced considerable disruption 
in the older methods and 
forms of practice. 


Modifying terlier Concept 

The hospital and medical 
service prepayment plans are 
sharply modifying an earlier 
concept of relying upon indi- 
gent patients in the hospital 
for the clinical instruction of 
medical students and residents. 
Medical education requires a 
satisfactory volume and bal- 
ance of clinical material in 
order that the high level of 
bedside instruction be main- 
tained. The steady diminution 
of ward patients will require 
a continuing readjustment in 
our approach to the use of 
private patients and those 
covered by prepayment insur- 
ance plans to insure the in- 
struction of medical students 
and residents. 

Adaptations of medical and 
hospital services to the chang- 
ing economic, social and pro- 
fessional conditions are to be 
expected. They have created 
apprehension and fear on the 
part of those who are obliged 
to meet new situations. These 
are evolutionary adjustments 
identified with progress, al- 
though new methods, just be- 
cause they are different, are 
not necessarily better. These 
changes inevitably will have 
an impact upon the problems 
of professional education. 

In view of the heavy duties 
upon the staffs, particularly in 
the clinical departments, many 
medical schools have put some 
of the appointments in those 
departments on one or another 
type of full-time status in 
order to insure proper instruc- 
tion of students, the conduct of 
research and the supervision 


of patient care. These develop- 
ments have increased the ef- 
fectiveness of instruction, the 
productivity in research and 
the quality of patient care in 
the hospitals. 

The teaching institutions 
which have the function of 
preparing the future genera- 
tions of physicians should be 
encouraged to secure the serv- 
ices of full-time teachers and 
investigators under any rea- 
sonable plan satisfactory to 
the staff members and the 
school that will strengthen and 
improve the quality of medical 
education. They should have 
the support of the profession, 
the universities and the hos- 
pitals in their endeavors to 
maintain the quality of teach- 
ing which, in turn, will insure 
a high level of health services 
for the future. 

The teaching centers as- 
sociated with medical centers 
should be concerned with pro- 
viding patient care of the 
highest standard and in doing 
so in an ethical manner, they 
should be free from hampering 
regulation and censure by the 
medical profession. The pro- 
fession and the teaching in- 
stitution should work together 
to encourage legislation which 
will not restrict the teaching 
centers in performing their 
essential functions in a modern 
society. 


State Medical Boards Endorse 
Model Medical Practice Act 


The Federation of State Medical 
Boards of the United States has 
adopted a Guide to the Essentials 
of a Modegn Medical Practice Act, 
after striking from the proposed 
guide a section which would have 
made practicing medicine as an 
employee of an association or cor- 
poration one of the grounds for 
suspension or revocation of license. 

A committee of the Federation 
was appointed three years ago to 
develop a brochure containing the 
essentials of a modern medical 
practice act. 

The final report of that commit- 
tee, chaired for the past year by 
Dr. George Buck of Colorado, was 
presented to the opening session 
Feb. 12 of the Federation's annual 
meeting in Chicago. 

The report said that “the com- 
mittee has tried to avoid contro- 
versial issues and recommends that 
individual licensing agencies make 
additional provisions based on their 


local circumstances.” The letter of 
transmittal said that the commit- 
tee believed that “the principles 
outlined in the draft are desirable. 
The draft contains the ‘essential 
points’ that should be included in 
a Modern Medica] Practice Act.” 


ignites Argument 

Despite the committee’s dis- 
claimer of controversy, the draft 
ignited a tumultuous argument, 
touched by laughter, sharp words 
and confusion. The controversy 
centered chiefly on one section 
(eliminated from the final docu- 
ment by a standing vote of 18-8 
in thé 51-vote Federation). 

Section VII of the “essentials” 
(the phrase ‘‘Guide to’’ was 
adopted just before the final vote) 
was titled “Grounds for Suspension 
and Revocation of Licenses.” 

Fifteen charges were recom- 
mended. They ranged from dis- 
honesty in obtaining the license to 
drug addiction, to performing an 
unlawful abortion and to other 
similar acts. The ninth recom- 
mended charge read as follows: 

“9. Practicing medicine as the 
partner, agent, or employee of a 
person who does not hold a license 
to practice medicine, or practicing 
medicine as an employee of an 
association or corporation; pro- 
vided, however, a licentiate holding 
a license to practice medicine may 
accept employment from a person, 
partnership, association or corpor- 
ation to examine and treat the 
employees of such person, partner- 
ship, association or corporation.” 

The drafted “essentials” recom- 
mended that violation of the act 
by a person, corporation or associa- 
tion or an officer or director of 
such association or corporation be 
felonious and be punished by im- 
prisonment or fine. 


Serves Two Purposes 

The draft said the “study of 
many medical practice acts... 
show wide variation in their re- 
quirements and regulations. It is 
hoped that this compendium may 
serve at least two purposes: 

1. To serve as a guide to those 
states and territories which may 
adopt a new medical practice act 
or may be amending existing laws. 

“2. To encourage standardiza- 
tion of requirements and of regula- 
tions to better facilitate reciprocity 
and endorsement. 

“The essentials of a Modern 
Medical Practice Act are intended 
to serve only as advisory to licens- 
ing agencies.” (Italics by the com- 
mittee. ) 
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The committee defined the prac- 
tice of medicine as follows: 

“The practice of medicine by any 
person shall mean the diagnosis, 
treatment or correction of, or the 
attempt to, or the holding of one- 
self out as being able to diagnose, 
treat or correct any and all human 
conditions, ailments, diseases, in- 
juries or infirmities, whether 
physical or mental, by any means, 
method, devices or instrumentali- 
ties.” 

It made certain exceptions to the 
provisions of a medical practice 
act, such as interns in approved 
programs or commissioned officers 
of the Armed Services. 


Submits Minority Report 

Dr. Buck read the whole report 
at the first meeting of the Federa- 
tion and then the adoption of the 
report was moved by Dr. Daniel 
S. Seckinger, health officer of the 
District of Columbia. There were 
objections to minor points and then 
Dr. Creighton Barker, of New 
Haven, Conn., secretary of the 
Connecticut Board of Medical Ex- 
aminers, brought up point No. 9. 
He said that he was a member of 
the committee but was unable to 
attend the meeting at which the 
final draft had been. adopted and 
that he had to bring in a minority 
report because of the inclusion of 
the point concerning employed 
physicians. 

Dr. Barker pointed out that 
the committee’s report cited ac- 
ceptance.of employment from an 
association or corporation as mis- 
behavior for which it was recom- 
mended that charges be brought 
against a physician. He said he 
would question whether or not this 
type of recommendation should be 
in a “Modern Medical Practice 
Act.” 

He said the purpose of a medi- 
cal practice act was to protect the 
public from improperly trained 
persons and from those who acted 
to the detriment of the health 
care of the public. He said that 
there was no place for economics in 
a medical practice act and argued 
that inclusion of the point to which 
he objected was “an attempt to 
impose a rather foggy principle 
of medical ethics on the law.” 


Cites Judicial Council Ruling 

He said that the Judicial Council 
of the American Medical Associa- 
tion had ruled that there was 
nothing unethical about contract 
medicine per se and that subse- 
quent actions of the American 
Medical Association were along 
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PENNSYLVANIA HOSPITALS OBJECT— 


Official Seeks All Hill-Burton Funds for State 


A clash over allocations of Hill-Burton funds for hospital construc- 
tion has taken place in Pennsylvania between the State Department of 
Welfare and the local community hospitals. 


It arose when Harry Shapiro, 
secretary of the Welfare Depart- 
ment, announced the state’s inten- 
tion to claim the entire Hill-Burton 
allocation to Pennsylvania for the 
current two-year period — funds 
which may amount to almost $10 
million. 

Mr. Shapiro has indicated a plan 
whereby all of the federal money 
would go toward improvement of 
state mental hospital facilities, 
leaving nothing for community 
hospital expansion. 

The community hospitals, 
through the Hospital Association 
of Pennsylvania, have protested 
that they conducted local fund- 
raising campaigns on the assump- 
tion they would draw Hill-Burton 
aid as in the past. 

An HAP spokesman has said, 


“Pennsylvania is one of those 
states where Hill-Burton funds 
have never been used for state 
institutions.” He added, “This de- 
parture from previous policy rep- 
resents a bad precedent. It adds 
$10 million to doubtful state funds 
and takes $10 million away from 
the communities, and perhaps con- 
siderably more.” 

The Welfare Secretary has said 
he hopes to get the Pennsylvania 
legislature to vote about $20 
million for mental hospital ex- 
pansion so that the state can quali- 
fy for the entire $10 million Hill- 
Burton fund earmarked for Penn- 
sylvania use. 

To date, the legislature has not 
acted on the proposed appropria- 
tion. 


this line, citing as his last reference 
the joint statement of the Boards 
of Trustees of the American Medi- 
cal Association and the American 
Hospital Association adopted in 
1953 by the Houses of Delegates of 
both Associations. 

Dr. Barker said that this section 
would “make culprits of full-time 
pathologists and full-time radiol- 
ogists: as a matter of fact, of any 
full-time personnel in hospitals 
and in medical schools, even those 
doctors who take care of medical 
students in our student health pro- 
grams.” 

He said that if this recom- 
mendation were adopted and were 
to be followed in Connecticut, it 
would have an unusually signifi- 
cant effect “because we would have 
to put two highly respected mem- 
bers of the medical examining 
board in jail.” 

Dr. Albert M. Deal, of States- 
boro, Ga., president of the Georgia 
Board of Medical Examiners, arose 
to protest not only point No. 9 
but to say that a recommendation 
that selection of members of the 
medical examining boards should 
be made “only on recommendation 
of official professional societies” 
seemed to him to fly in the face of 
the “right to work” law adopted 


by Georgia. 


Others apparently wanted to 
speak on the subject; and the 
chairman, Dr. M. H. Crabb of Fort 
Worth, secretary of the Texas 


Board of Medical Examiners and 
president of the Federation, called 
an abrupt breather in the middle 
of a discussion as to whether the 
debate should continue or be de- 
ferred for two days. After the re- 
cess, Dr. Seckinger withdrew his 
original motion and moved that 
the whole matter go over until the 
final luncheon meeting of the Fed- 
eration two days later. This was 
adopted. 

In the Tuesday discussion of the 
“essentials,” the suggestion that 
the paragraph concerning the ac- 
ceptance of employment by a 
physician from an associational 
corporation was coupled with the 
objection to the nomination of 
members of medical examining 
boards by the professional socie- 
ties. In its double-barrelled ver- 
sion, the amendment apparently 
went down to defeat by a vote of 
16 to 14, leaving the document as 
drafted by the committee. 

After much discussion, the two 
major objections were separated 
and voted on individually. In these 
votes, the recommendation that 
practicing medicine as an employee 
of an associational corporation be 
one of the recommended grounds 
for suspension and revocation of 
license went down to defeat by a 
vote of 18 to 8. The other major 
change in the committee's draft 
was adopted by a vote of 14 to 
12. Then the “essentials” were 
adopted. 


| | 


Washington Report 


Congress has now been in session two months and extensive hearings 
have been held on only two major health measures—military dependent 
medical care (H.R, 7994) and disability payments under proposed Social 
Security amendments (H.R. 7225). If other health bills take up as much 
time as these proposals, it may be that this second session of the 84th 


Congress will complete little more 
in new health legislation than did 
the first. 

The House Armed Services Com- 
mittee’s hearings on the dependent 
medical care bill are an example 
of how complicated legislation can 
become. Feb. 6, the Kilday sub- 
committee considering H.R. 7994 
ordered the bill favorably reported 
to the full committee. The subcom- 
mittee had made a number of 
changes in the original proposal, 
which included these major points: 

® Service families would not be 
required to make a contribution to 
the cost of providing insurance, but 
dependents would have to pay the 
first $25 of cost in private hospitals 
and the mandatory subsistance 
charge in military hospitals. 

® Coverage for parents and par- 
ents-in-law would be at discre- 
tion of the Secretary of Defense. 

@ The Secretary of Defense 
would be authorized to negotiate 
“home-town care” or service or 
indemnity insurance plans. 

Assistant Defense Secretary 
Frank B. Berry gave unqualified 
endorsement to the subcommittee’s 
revision. 


Surgeons General Object 


Feb. 7, Surgeon General of the 
Air Force Dan Ogle presented the 
subcommittee a letter signed by 
himself and the surgeons general 
of the Navy and Army, which 
stated the revised version was not 
acceptable to the services. It asked 
the committee to reconsider the 
bill, since the military medical 
career service would be jeopar- 
dized if dependent medical care 
was unduly channeled into civilian 
facilities. 

Feb, 11, the subcommittee pro- 
duced its second version of H.R. 
7994, which attempted to meet 
objections of the surgeons general. 

The major pertinent change is 
found in Title II of the bill, and 
reads: “Dependents covered under 
this section may elect to receive 
medical care... in either the fa- 
cilities of a uniformed service... 
or in the facilities provided for 
under such insurance, medical 
service or health plan or plans, as 

(Continued on page 89) 


New York City Hikes Payments 
For Care of Welfare Patients 

New York City has approved a 
$2 per day increase in payments 
to voluntary hospitals for care of 
welfare patients. The new rate 
is $16. 

Announcement came in mid- 
January. An edifbrial in The New 
York Times stated, “While the city 
government will still be in the 
position of asking charity from 
the voluntary hospitals, the Board 
of Estimate is nevertheless to be 
commended for increasing to $16 
a day from $14, the rate paid for 
the care of many indigent pa- 
tients.” 

The most recent weighted aver- 
age ceiling rates approved for re- 
imbursement to the city by the 
State Department of Social Wel- 
fare are $21.66 for hospitals under 
200 beds, $22.96 for those with 
more than 200 beds and $27.89 
for teaching hospitals. 


Hospital Boards Approve Plan 
To Merge Chicago Institutions 

Boards .of two of Chicago's 
largest hospitals—St. Luke’s and 
Presbyterian—have “approved the 
principle” of merging the institu- 
tions. 


The action was taken in mid- 
February at separate meetings of 
the boards. The votes were re- 
ported to be unanimous. 

Under terms of the proposed 
merger, the hospitals would erect 
a new 800- or 900-bed building 
near the present site of Presby- 
terian Hospital, in Chicago’s West 
Side Medical Center. St. Luke’s 
hospital buildings would be 
abandoned. 

The advantages of a combined 
medical staff and accessibility of 
facilities of the Medical Center 
were cited as strong advantages 
of the merger, in a statement is- 
sued by St. Luke’s and at a meeting 
staged by Presbyterian’s board of 
managers. 

The statement said in part: 

“The expressed purpose of this 
integration is to combine two emi- 
nent groups of doctors who with a 
strong board can provide Chicago 
and the Midwest with one of 
the country’s foremost voluntary 
teaching hospitals. 

“Such planning is not only in the 
interests of best patient care but 
also includes the opportunity for 
outstanding medical and nursing 
education as well as medical re- 
search—both basic and clinical.” 

St. Luke’s, one of Chicago’s old- 
est hospitals, was founded in 1864. 
Its main building dates back to 
1925 and another to the early 
1900's. Mounting problems it has 
faced in recent years have been 
a relative isolation from the city’s 
major medical schools, deteriora- 
tion of its neighborhood and a lack 
of adequate parking space. 


ams 
Pu; 
PRESSYTERIAN-S!. Luke's merger plan proposes new 800- or 900-bed hespite! te be built 
os part of Chicago's West Side Medical Center, edjacent te the facilities of Cook County 
Hespite! (2), the University of iilineis Hespitel (3) end the Ceek County Graduate Schoo! (5). 
in right and left fereground, respectively, are Chicege State Tuberculosis Seniterium end 
Veterans Administration Hespite! and Regional Office. Presbyterien’s present hospital bvild- 
ing (1) end schee!l of nursing (4) stand in the background, pert of the medical center. 
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Lora Jane Fraser Wins Scholarship Presented by 
the Florists’ Telegraph Delivery Association 


The president of the Florists’ Telegraph Delivery Association, Victor Stein, crowned Miss 
Lora Jane Fraser of Bellevue, Washington, as queen of the forty-fifth annual convention 
of F.T.D. held at Seattle, Each year a student nurse is chosen convention queen and receives 
an F.T.D. scholarship to cover her studies. Miss Fraser is studying obstetrical, pediatric, 
orthopedic, and psychiatric nursing. Through the years, F.T.D. has awarded more than 
one thousand such scholarships to student nurses throughout the nation. 

This program was instituted by the F.T.D. Florists in recognition of the nurses’ important role in 
properly caring for and appreciating the importance of flowers as a part of recuperative therapy, 


Florists: 
RAPH 
Devivery ASS'N 


Headquarters: Detroit, Michigan 


MARCH |, 1956, VOL. 30 83 


Fis 
| 
+, 
| 
| ‘ — 
_ | 
VN) 
| 
: 
: 
a 
Z 
> 


PAYS HOMAGE TO DR. MacEACHERN— 


Midyear Scans Urgent Need for Planning 


The American Hospital Association’s 1956 Midyear Conference of 
Presidents and Secretaries opened Feb. 6 in Chicago on a somber and 
reflective note brought about by the death of Dr. Malcolm T. MacEachern 
three days earlier. Heads bowed, the delegates stood for a moment of 
silent prayer before a lighted portrait of Dr. MacEachern, after four of 


his colleagues had spoken the feel- 
ings of all those present. 

Ray FE, Brown, AHA president, 
reminded the gathering that in 
many ways it was an appropriate 
time for state and regional associ- 
ation officers to meet. No man, said 
Mr. Brown, had been more active 
in their welfare than Dr. Mac- 
Eachern. 

On such a note, the group settled 
down to consider one of the most 
pressing needs facing hospitals— 
adequate disaster planning. Ex- 
perts pointed out the importance 
of integrating local disaster plans 
with regional and national plans. 
Dr. Dean A. Clark noted that sur- 
veys show that in time of disaster 
50 per cent of patients in general 
hospitals could safely be sent home 
to make room for emergency cases. 
He said another 25 per cent could 
be transferred to hotels and nurs- 
ing homes to provide critically 
needed beds. 


Define Problem Areas 


Film clips were shown of the 
August 1955 New England flood 
disaster. Charles V. Wynne, ad- 
ministrator of Waterbury (Conn.) 
Hospital, outlined the following 10 
major problem areas involved in 
handling disaster victims: 

® Establishing the hospital or- 
ganization relative to community 
organization. 

® Clinical care of current inpa- 
tients. 

® Clinical care of disaster vic- 
tims, 

® Feeding patients, visitors and 
workers. 

® Light and power. 

® Communications and informa- 
tion. 

@® Providing other services 
(morgue, inoculation programs, 
requisitioning for evacuation cen- 
ters and other considerations). 

® Control of traffic, public and 
transportation of hospital person- 
nel and supplies. 

® Economics of providing serv- 
ice during and following disaster. 

Post-disaster planning and 
follow-up. (Hospitalization due to 
public health problems.) 

The delegates divided into in- 
formal groups to discuss these 10 
problem areas. The groups agreed 


that absolute authority for medi- 
cal decisions in time of disaster 
must be granted to one individual. 
The groups also agreed that, es- 
sentially, state hospital associa- 
tions have two major responsi- 
bilities in disaster planning: (1) 
education and (2) representation. 

Dr. Jack R. Ewalt, chairman of 
the Committee on Objectives and 
Methods of the Joint Commission 


.. May we be worthy successors 
to all those who, like Dr. MacEachern, 
devoted their lives to the services of 
humankind, . ."—-From a prayer 
preceding the 1956 Midyear Con- 
ference, by Edwin L. Crosby, M.D. 


on Mental Illness and Health, told 
the luncheon session of the con- 
ference that much work needs to 
be done in assessing the value of 
previous studies in the mental 
health field. Out of these assess- 
ments, said Dr. Ewalt, might come 
new ways of treating mental ill- 
ness, and perhaps, insight into 
means of making normal people 
function more efficiently. 

A plea for increased recognition 
of the services rendered by hospi- 
tal auxiliaries was also presented 
at the luncheon session. It was 
pointed out that informed auxili- 
aries can be used effectively to 
promote legislation favorable to 
hospitals. The importance of dy- 
namic auxiliary leaders at the state 
level was also stressed. 

Jay W. Collins, executive direc- 
tor of Euclid-Glenville Hospital, 
Euclid, Ohio, then reported on the 
newly extended personal member- 
ship department of the AHA, 
which is endeavoring to bring 
allied groups into the AHA family. 

Stuart K. Hummel, administra- 
tor of Columbia Hospital in Mil- 
waukee and chairman of the 
Council on Association Services, 
emphasized that the AHA’s listing 
of hospitals does not imply ac- 
creditation for those hospitals 
listed, although listing by the AHA 
is one of the requirements for ac- 
creditation by the Joint Com- 
mission on Accreditation of Hos- 
pitals. 

The meeting was adjourned ear- 


ly to permit delegates to attend 
a memorial service for Dr. Mac- 
Eachern at the Fourth Presby- 
terian Church, Chicago. 

The second day’s morning ses- 
sion focused on three areas of con- 
cern to all hospitals: hospital-spe- 
cialist relations, accreditation and 
insurance. 


Marion J. Foster, staff attorney 
of the AHA, provided background 
information leading to the current 
hospital-specialist problems. Mr. 
Foster said that the recent rulings 
which indicate that hospitals have 
been engaged in the practice of 
medicine are, perhaps, based on 
incorrect assumptions of fact. 
These opinions, said Mr. Foster, 
assume that everything done in the 
laboratory and x-ray departments, 
including work of lay personnel, is 
the practice of medicine and is the 
same type of medical practice as 
any other. He then said that, con- 
ceivably, every act in the hospital 
could be defined as medical prac- 
tice under a literal interpretation 
of the medical practice acts. 

Dr. Frank R. Bradley, director 
of Barnes Hospital, St. Louis, at- 
tributed Missouri's relatively stable 
situation in this area to close as- 
sociation with the medical groups 
involved and to an educational pro- 
gram which “educated both sides.” 
He urged that joint commissions of 
hospital and medical people work 
together at the state and local level 
in discussing their mutual prob- 
lems. 

Donald W. Cordes, administrator 
of lowa Methodist Hospital, Des 
Moines, reported that the lowa 
Hospital Association has appealed 
the recent unfavorable lower court 
decision to the state’s Supreme 
Court. A ruling is not expected 
until the first quarter of 1957, he 
added. 

Mr. Cordes said that, according 
to the lower court ruling in lowa, 
all acts of lay personnel in the 
laboratory are the practice of med- 
icine. Mr. Cordes said this might 
be interpreted to mean that 
mothers who take their childrens’ 
temperatures are guilty of practic- 
ing “untutored medicine,” as stated 
by a pathologist testifying at the 
trial. 

In the discussion which followed, 
it was emphasized that these prob- 
lems must be handled on the state 
and local level. Dr. Edwin L. Cros- 
by, AHA director, said that in the 
long run the public will determine 
the outcome. 

A description of the group in- 
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intravenously provides more diagnostic 
information than oral contrast media 


in biliary tract disorders 


More consistently than oral contrast media, 
intravenous Cholografin visualizes the entire extra- 
hepatic biliary system. It does this “whether or not 
the gallbladder functions or is even present.” 


After cholecystectomy, moderate to severe 
symptoms may persist in 10 to 25 per cent of patients 
whose gallbladders are removed because of choleli- 
thiasis, and in 50 per cent of those whose gallblad- 
ders are removed for so-called noncalculous gall- 
bladder disease.’ In these patients, Cholografin may 
reveal strictures, calculi in the common or hepatic 
ducts, or cystic duct remnants. It may also reveal 
dilatation of the common duct (presumptive evi- 
dence of dyskinesia or organic obstruction). 


Preoperative visualization of the gallbladder 
and extrahepatic ducts, even when the gallbladder 
is not functioning, means that Cholografin can fre- 
quently reveal radiolucent calculi in the gallbladder, 
hepatic and common ducts. It can also reveal anom- 
alies and be of diagnostic value when neoplasm is 
suspected. Biliary surgery can now be based on more 
complete diagnostic information than can be pro- 
vided by oral media. 


Cholografin, Squibb iodipamide, is available as 
Cholografin Sodium, in cartons of two 20-ml. ampuls 
with two 1-ml. ampuls for sensitivity testing, and 
Cholografin Methylglucamine, in cartons containing 
one 20-ml. ampul with one 1l-ml. ampul for sensi- 
tivity testing. 


SQuiss 


1. Glenn, F.. Evens, J.. Hill, M.. and MeClenahan, J.: Intravenous 
cholangiography. Ann. Burg. 140:600 (Oct.) 1964. 2. Bandwetes, D. J., and 
Fulton, H.: Intravenous cholangiography. J.A.M.A. 166:908 (Nev. 6) 1966. 
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surance program undertaken by 
California hospitals was presented 
by James E. Ludlam, legal counse! 
to the California Hospital Associa- 
tion, who said that the keystone of 
their program is prevention as 
based on analysis of comprehensive 
incident reports. Knowledge of al! 
incidents, such as baby mixups, is 
essential, he said, to a program to 
avoid public relations damage and 
potential liability. 

After a discussion of insurance 
practices in various states, the con- 
ference adjourned to the luncheon 
session, where J. Harold Johnston, 
executive director of the New Jer- 
sey Hospital Association, told of 
the survey undertaken in his state 
designed to find out what opinions 
the public held regarding hospitals 
and how these opinions were 
formed. 

John Bigelow, executive secre- 
tary of the Washington State Hos- 
pital Association, analyzed the 
thinking behind the public rela- 
tions program undertaken by his 
Association. The program, Mr. 
Bigelow explained. attempts to 
“clear up misunderstandings the 
public has about hospitals and in 
so doing, make the public under- 
stand how hospitals function and 
why.” 

F. P. G, Lattner, executive direc- 
tor of the Hospital Service of Iowa, 
announced that Blue Cross enroll- 
ment statistics have passed the 50, - 
000,000 mark. He outlined some of 
the responsibilities accompanying 
such growth. 

Dr. Albert W. Snoke, AHA 
president-elect, summarized the 
conference. He emphasized that 
improvement of lines of communi- 
cations between local, state and 
regional associations and the 
AHA is essential if these associa- 
tions are to fulfill obligations to 
their members. 


PHYSICIAN TELLS APHA MEETING— 


Fears, Personal Drives Oppose Change 


“Personal strivings of the people concerned with the functions of the 
hospital are opposed to the changes imposed by tremendous advances 
of medicine in recent years,” according to Dr. William H. Wood, clinical 
director of the Norways Foundation, Indianapolis. 

Dr. Wood, speaking Feb. 10 before the American Protestant Hospital 


Association’s annual meeting in 
St. Louis, told of the fears of 
some hospital administrative per- 
sonnel have about the changes 
wrought by progress. 

“From our own ranks,” he de- 
clared, “we select such super-con- 
trol groups as the Joint Commis- 
sion on Accreditation of Hospitals. 
These people have come from our 
own group, yet we treat them as 
persons who are opposed to us.” 

Too often, he said, we are prone 
to “blame one another instead of 
recognizing the basic problem of 
adapting to the tremendous 
change.” 

He mentioned a “psychological 
problem” of some hospital admin- 
istrators who feel “threatened by 
a nonprofessional status in an arti- 
ficial hierarchy.” He urged “bal- 
ance” in relation to drives for 
position, power and control. 

Dr. Wood’s address climaxed the 
three-day APHA meeting, held 
concurrent with the meetings of 
13 other associations and sections. 
The convention saw introduction 
of an Interdenominationa! Hospital 
Section and the first organizational 
meeting of an Interdenominational 
Deaconess Conference. 

Louis Block, D.P.H., speaking 
Feb. 9 before the Hospital Section, 
emphasized the government’s min- 
imal role in administering hospi- 
tal research grants. The program is 
based, he said, upon “complete 
acceptance of... the integrity and 

(Continued on page 88) 


GRACE and Albert Hahn, in administrative office at Protestant Deaconess Hospital, Evansville, ind. 


Albert, Grace Hahn Leave Posts 
With Protestant Hospital Group 


The American Protestant Hos- 
pital Association’s Board of Di- 
rectors, “with reluctance,”’ has ac- 
cepted the resignation of Albert 
and Grace Hahn as executive and 
associate directors of the American 
Protestant Hospital Association. 

Announcement came during the 
Association’s annual business 
meeting Feb. 10 in St. Louis. By 
a standing, unanimous vote of 
delegates, Mr. Hahn was declared 
president-elect, to assume office in 
1957. 

The Association reported plans 
to appoint a full-time executive 
director, who will be announced at 
a later date. 

Mr. Hahn’s resignation climaxed 
19 years of service as APHA execu- 
tive director. During this time the 
Association has risen to a place 
of prominence in hospital affairs of 
the nation. 

He was appointed to the post in 
1937. 

Since 1922, Mr. Hahn has served 
as administrator of Protestant 
Deaconess Hospital, Evansville, 
Ind. He has been executive secre- 
tary of the Indiana State Hospital 
Association since 1933. He is a 
charter fellow of the American 
College of Hospital Administrators. 

Commenting on the resignation, 
Frank Prentzel Jr. of Philadelphia, 
APHA president and chairman of 
the board of trustees, said: “Based 
on the constructive work of the 
past, the American Protestant Hos- 
pital Association is on the verge 
of a tremendous upswing. A new 
committee, along with the new 
full-time executive director, will 
consider our course of action over 
the next five years. 

“Albert Hahn has foreseen for 
years an expanded Association pro- 
gram. He has helped us to the place 
where we now can undertake it. 

“We shall always consider him 
a man of tremendous vision, earn- 
estly consecrating himself to the 
welfare of his fellow man, with 
only one desire—that the will of 
his Lord might be carried out.” 
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SUCCESSFUL 
CAMPAIGN 
BROCKTON 
HOSPITAL! 


GOAL 


$500,000 


PLEDGES TO DATE 


$572,000 


: 


if 


MIMIMIM 
000 
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January 23, 1956 


Ward, Drestman and Reinhart 
Rockefeller Plate 
New Tork 20, New Tork 


Gent lemen: 


This is just a note to tell you how pleased 411 of us 
are with the type of service you render, ‘Several years 
ago your representative raised over a aillion dol- 

lare for our Brockton “oepitel, and again thie tine he 
directed our campaign, the goal of which was §500,000, 
and the pledges to date are $572,714. 


Of course the raising of the funds is very important 
but also after each campaign our hospital hes many new 
friends. | shall be happy to correspond with anyone 
wishing to hear from me directly es to your firm or es 
to your representative personally. 


Cogdhally yours, 


"ed, 
George A, Buckley 
General Chairman 


In the past 44 years this firm has conducted Dr. Buckley's letter (entirely unsolicited) is a 
fund-raising campaigns for over 300 hospi- typical reaction to the character of service 
tals. It is interesting to note that approxi- and the personnel associated with this firm. 
mately 80% of the campaigns directed by us {We invite Administrators and Hospital 
are repeats for those wholly satisfied with Boards to discuss their fund-raising problems 
services on previous appeals. 


without cost or obligation. 


WARD. DRESHMAN & REINHARDT 


FT | 


Bureau of Hospital Finance 
30 ROCKEFELLER PLAZA NEW YORK 20, N. Y. TELEPHONE CIRCLE 6-1560 
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APHA MEETS— 
(Continued from page 86) 


independence of the research 
worker and his freedom from con- 
trol, direction, regimentation and 
outside interference. 
“Administrative research is 
pretty much in the same boat as 
it was 10, 20 years ago,” he de- 
clared, “. . . For the field of hos- 
pital administration to develop as 
a profession requires that it do 
research and develop research 
practitioners, Until that time, it 
is extremely difficult to visualize 
hospital edministration as a quali- 


fied profession,” he said in closing. 

Dr. Howard A. Rusk, director, 
Institute of Physical Medicine and 
Rehabilitation, New York Univers- 
ity—Bellevue Medical Center, was 
a key speaker at the annual con- 
vention of the National Association 
of Methodist Hospitals and Homes, 
largest denominational! section. 

At the Methodist Association’s 
annual banquet Feb. 8, Dr. Rusk 
cited tremendous advances in re- 
habilitation and an accompanying 
emphasis on the dignity of man— 
“recognition that it is not eyes 
and ears and extremities, but the 
spirit within that makes the man.” 


RLP LATEX 2, 


TUBING 


WITHSTANDS 
RAPID 
OXIDATION 


Each part of this portable 
emergency oxygen unit, from 
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He urged “broadened under- 
standing of rehabilitation and its 
application in both hospitals and 
adult institutions,” with clear dis- 
tinction between the long-term 
patients who need ready access to 
facilities of the general hospital 
and those who need these facilities 
only occasionally. 

During the banquet, member- 
ships were presented in the Meth- 
odist Hall of Fame in Philanthropy 
to Dr. Rusk, to Mr. and Mrs. M. J. 
Norrell of Dallas, Texas, and to 
Miss Lottie Lenorah Ferguson of 
Marionville, Mo. 

The Hall of Fame was estab- 
lished seven years ago by the 
church’s Board of Hospitals and 
Homes as a means of honoring out- 
standing contributors of time, serv- 
ices and money to Methodist phil- 
anthropic institutions. 

Officers elected by the American 
Protestant Hospital Association 
and related groups during annual 
meetings in St. Louis Feb. 8-10: 

American Protestant Hospital Associa- 
tien: President, Frank Prentzel Jr., 
director, Methodist Episcopal Hos- 
pital, Philadelphia; president-elect, 
Albert G. Hahn, administrator, 
Protestant Deaconess Hospital, 
Evansville, Ind.; first vice presi- 


| dent, Paul R. Hanson, administra- 


tor, Emanuel Hospital, Portland, 
Ore.; second vice president, E. B. 
Peel, administrator, Georgia Bap-. 
tist Hospital, Atlanta, Ga. 

Association of Protestant Hospital 
Chaplains: President, Rev. Richard 
K. Young, director, Department of 
Pastoral Care, North Carolina Bap- 
tist Hospital, Winston-Salem; vice 
president, Rev. Fred A. Spring- 
born, chaplain, Norton Memorial 
Infirmary, Louisville; secretary- 
treasurer, Rev. William F. Rogers, 
protestant chaplain, St. Lovwiis 
(Mo.) City Hospital. 

Netional Association of Methodist Hos- 
pitals and Homes: President, Rev. C. 
A. Sweazy, superintendent, Meth- 
odist Home of Kentucky, Ver- 
sailles; president-elect, Ralph M. 
Hueston, superintendent, Chicago 
Wesley Memorial Hospital, Chica- 
go; vice president, Rev. Harold E. 
Baker, executive secretary, San 
Diego Methodist Home, Chula Vis- 
ta, Calif.; secretary, Rev. C. O. 
Greene, superintendent, La Fon 
Old Folks’ Home, New Orleans; 
treasurer, Harold K. Wright, staff 
associate, Methodist Board of Hos- 
pitals and Homes, Chicago. 

Lutheran Hospital Association of Amer- 
ico: President, George E. Peale, 
superintendent, The California 
Hospital, Los Angeles; president- 
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elect, Kenneth E. Wolz, adminis- 
trator, Lutheran Hospital, St. Louis, 
Mo. 


Hospital Inpatients Exempted 
From Proposed Michigan Tax 


Hospital inpatients have been 
ruled exempt from a Michigan 
sales tax on services furnished 
them while in the hospital and on 
supplies furnished them for con- 
sumption on the premises. 

The formal ruling was signed 
Feb. 10 by Governor G. Mennen 
Williams. The signing represented 
victory for the Michigan Hospital 
Association. 

Also exempt under the new 
ruling are outpatient services fur- 
nished patients in the hospital, and 
meals provided patients or person- 
nel required to remain on the 
premises. Doctors will not be taxed 
for meals incidental to their at- 
tending hospital patients. 

Sales taxes will apply, however, 
to visitors’ meals and to such items 
as sale of drugs and supplies to 
outpatients, doctors, employees 
and the general public for con- 
sumption off the premises. It will 
apply to the sale of eye glasses, 
cosmetics, candy and souvenirs. 

A proposal to require hospitals 
to file for sales tax licenses also 
was modified, to exempt hospitals 
where gross taxable sales do not 
exceed $50 per month. Such sales 
need not be reported nor will the 
hospital require a license. 

Hospitals requiring licenses were 
earlier granted a 60-day extension 
on the March 1 deadline for filing 
applications. 


WASHINGTON REPORT 


(Continued from page 82) 


may be provided, except that the 
right to such election may be lim- 
ited under regulations prescribed 
by the Secretary of Defense, after 
consultation with the Secretary of 
Health, Education, and Welfare, for 
such dependents residing in areas 
where the member concerned is 
assigned to a post or installation 
of a uniformed service where ade- 
quate medical facilities of a uni- 
formed service are available for 
such dependents.” 

Most impartial observers feel the 
dependent care bill, as now drafted, 
will not be enacted by the House 
Armed Services Committee until 
testimony is completed on H.R. 
8500 (which would provide certain 
career incentives for medical and 
dental officers in the armed serv- 
ices ). 
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Three key witnesses appeared 
before House Armed Forces Sub- 
committee to discuss H.R. 8500. 

The Department of Defense esti- 
mates the bill would bring its 
career medical corps strength to 
two-thirds the total requirement 
of 10,800. The additional one-third 
would be obtained through a 
“modified regular draft.” 

In his statement to the Subcom- 
mittee, Assistant Secretary Berry 
cited department studies which in- 
dicate why physicians and dentists 
prefer. to practice their professions 
in civilian communities rather than 


in the military. Dr. Berry said: 
“During the past two fiscal years, 
1,000 career medical officers have 
been separated from the service, 
808 by resignation of their com- 
mission. In the same period, only 
350 have been taken into the Regu- 
lar Corps, and the majority of these 
have entered for the purpose of 
obtaining residency training. At 
this rate, in a few years the Regu- 
lar Corps would almost cease to 
exist.” 

Congressman Kilday'’s subcom- 
mittee considering this testimony 
will undoubtedly relate its findings 


| New 4th Edition | 


17 CHAPTERS 


MEDICAL 
RECORD 
LIBRARIANS 


COMPLETELY UP TO-DATE MORE 
REVISED MATERIAL ILLUSTRATIONS 


636 PAGES 


for 


ates 
y Edna K. Huffman, C.R.L. 


144 ILLUSTRATIONS 


r OR 
THE 


medical record librarian, technician, student, 
administrator, physician, resident, intern, nurse 


Published by PHYSICIANS’ RECORD COMPANY 


| PHYSICIANS’ RECORD CO... Publishers 
16! W. Harrison Chicago 


Please send me 
RECORD LIGRARIANS 99.75 wer copy 


Remittance enclosed 

Charge to my personel account 

Cherge to hospital account 

SHIPTO 
Postage paid (in U.S. ev 
only) if remittance 
city ZONE STATE 


coo es of MANUAL FOR MEDICAL 


\ 
ap 
4 
» 
| 
| 
on 
| 
| 
SSNS 
SA 
SOSA 
| TODAY. 
| 
| 
| 
89 


to the dependent military care bill 
before reporting final drafts of 
either measure to the House for 
action. 

Finance Committee of Sen. Byrd 
(D,, Va.) continues to hold hear- 
ings on H.R, 7225, the Old-Age and 


Survivor's Insurance bill passed by 


the House at the last session of 
Congress. 

This bill in essence does three 
things: (1) expands coverage of 
the system; (2) pays additional 
benefits, and (3) raises taxes to 
pay for these benefits, Medical 
testimony given before the com- 
mittee has been in general agree- 
ment against the bill’s disability 
insurance provisions. 

As presently drafted, H.R. 7225 
excludes physicians from coverage. 
The dental profession is divided on 
compulsory coverage. 


New Bills 


$ 3130: This bill, introduced by 
Sen. Malone (D., Nev.), proposes 
an amendment to the Hill-Burton 
program which would authorize 
states to shift unused federal al- 
locations between the categories 
of rehabilitation centers, nursing 
homes, chronic disease hospitals 


and diagnostic-treatment centers, 
and the basic program. House ver- 
sion of this bill is H.R. 9227. 

WR 9013: This bill, introduced by 
Chairman Priest (D., Tenn.) of 
House Interstate and Foreign Com- 
merce Committee, embodies the 
Administration’s program of con- 
struction grants to promote medical 
and dental research and teaching. 
An identical measure has been in- 
troduced by Rep. Wolverton (R., 
N. J.) as HR 9014. 

wR 9048: This Priest-sponsored 
bill would authorize federal grants 
to local agencies, universities, lab- 
oratories and public or private 
agencies, as well as individuals, 
for research projects in the field of 
mental health. 


VA Reviews Pians 


Harvey V. Higley, administrator 
of veterans affairs, appeared re- 
cently before the House Veterans 
Affairs Committee to present and 
discuss the Administration’s plans 
for replacement and moderniza- 
tion of hospitals caring for ex- 
servicemen. 

Initially, plans called for re- 
placement of 16 plants, but this has 
been reduced to 10 by the Budget 


Bureau, Higley told the Congres- 
sional committee. These are at 
Cleveland, Washington, Memphis 
and Nashville, Tenn., Oakland and 
Long Beach, Calif., Jackson, Miss., 
Temple, Texas, Wood, Wis. and 
Downey, Ill. 

Instead of replacement, mod- 
ernization will be the order at 
Augusta, Ga., Hines, Ill., Oteen, 
N. C. and Richmond, Va. Plans for 
Coral Gables, Fla. and Martins- 
burg, W. Va. are being held in 
abeyance. 


Hershey issves Warning 

Maj. Gen. Lewis B. Hershey, 
selective service director, has is- 
sued a warning to the nation’s 
teaching hospitals against appoint- 
ing draft-vulnerable physicians to 
residency posts unless they have 
been cleared by Department of 
Defense. 

“If such physicians are called to 
active duty after entering upon 
their residency training, both they 
and the hospitals concerned must 
accept the consequences,” he de- 
clared. 

Gen. Hershey estimated that 
some 4,500 vulnerable doctors will 
complete internships by July 1, 
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of whom 20 per cent will be found 
physically disqualified for military 
duty. Since the armed forces will 
require 4,600 replacements in the 
fiscal year beginning July 1, it is 
apparent that not only must the 
great majority of these younger 
doctors be made available for mili- 
tary service, he said, but it will be 
necessary to put the draft finger 
on upward of 1,000 older men in 
Priority III (nonveterans). 

Under the circumstances, said 
Gen. Hershey, hospitals that ap- 
point draft-vulnerable physicans 
to residencies can have no assur- 
ence they will be permitted to 
serve out their training periods. 
Exceptions would be the 500 men 
recommended for deferment in 
essential residency training by De- 
partment of Defense. 


Introducing the authors 
(Continued from page 12) 


of National League for Nursing, 
and the American Nurses’ Associa- 
tion. Advisory Committee for the 
Study of Nursing Functions. 

He is a member of the Advisory 
Committee of the Research Proj- 
ect in Junior and Community 
College Education for Nursing. 

A graduate of the University of 
Minnesota School of Medicine, Dr. 
Hullerman practiced medicine in 
central Illinois from 1933 to 1938. 
In 1939, after obtaining his mas- 
ter’s degree in Public Health Ad- 
ministration at the University of 
Michigan, he became chief of the 
Division of Local Health Adminis- 
tration and chief of the Division of 
Maternal and Child Hygiene with 
the Illinois State Department of 
Health. From 1943 to 1948 he was 
with the American Hospital As- 
sociation serving as secretary to 
the Council on Professional Prac- 
tice and as assistant director. Be- 
fore assuming his present post, he 
was assistant director of Rhode 
Island Hospital, Providence. 


A hospital school experiment 
(Continued from page 32) 


tach themselves from the standard 
group to try something new and 
to venture into unknown fields. 
While deciding if it would be 
appropriate to start the new pro- 
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gram, we believed it was important 
to be realistic about the conse- 
quences of a possible collapse of 
the project. Recognizing a possi- 
bility of failure is not an indication 
of a pessimistic philosophy, but 
merely an objective approach to 
the subject. With this in mind we 
decided that if failure should oc- 
cur, such an unhappy result would 
in itself be valuable information. 
We would at least have explored, 
for our own benefit and others’, 
one of the many suggested methods 
of approaching an important nurs- 


ing and hospital dilemma. The dis- 
covery that one solution does not 
bring the required result can be 
almost as important a finding as 
a positive result. 

In September 1955, 51 students 
were admitted to the new two-year 
program. Thus, the Pennsylvania 
Hospital School of Nursing, one 
of some 29 hospital nursing schools 
in the Philadelphia area, continued 
its nursing education obligations 
that were first assumed in 1885.. 

Competition for good high school 
graduates has been intense in 
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Philadelphia. The new Pennsy]- 
vania Hospital two-year school of 
nursing program may be a partial 
answer to some of our community's 
nursing demands, If it does prove 
beneficial, it still is not the whole 
answer, It can only be a small part 
of the complete new re-evaluation 
of the programs currently required 
to meet the nursing needs of our 
community. It is our thought that 
even if it is only a small part of 
the answer, it is still a most worth- 
while effort, meriting the tolerance 
and the understanding of all. 


ideas and opinions 
(Continued from page 20) 


The result was that we inspec- 
tors innocently reported that the 
smaller hospitals needed closer 
control from above, and that they 
should be reserved for more simple 
mechanical procedures than major 
operative surgery. We suggested 
normal midwifery, minor surgery 
and above all, good medical thera- 
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py- Now, I don’t know whether our 
advice was pitched too strongly, or 
if we somehow caught a flowing 
tide of opinion at central govern- 
ment level. But certainly our rec- 
ommendations were applied too 
literally and too harshly. 

Under the Health Service Act, 
the general practitioners received 
a severe blow to their interests 
and prestige by being practically 
excluded from the hospital service. 
Indeed, it was alleged—not without 
some truth—that the family doctor 
had become merely a signpost di- 
recting patients to hospital. 

Now, I am happy to say, the 
tide is turning again. The Minister 
of Health (Mr. Macleod) and his 
advisers realized before it was too 
late that the family doctor had a 
vital part to play in our national 
medical services, and great care 
has been taken recently to bring 
him back into the fold. The prac- 
titioners themselves have taken a 
bold and encouraging step which 
I feel sure will mightily strengthen 
their position in the whole field of 
British medicine. In creating a 
College of General Practitioners 
they have established a new status, 
and by keeping clear of politics the 
College is already making a vital 
contribution to both field research 
and academic values. The College 
was the first fruit, not of frustra- 
tion, but of faith. 

JAMES M. MACKINTOSH, M.D., 
professor of public health admin- 
istration, London (England) School 
of Hygiene and Tropical Medicine. 


Hospital association meetings 
(Continued from page 6) 


Occupational Theropy Institute—Aprii 23-27; 
St. Lovis (Sheraton Hote!) 

Hospite! Auxiliary Leadership Iinstitute—April 
24-25; Seattle (Ben Franklin Hotel) 

Hospite!l Low Institute—May 14-15; Atlantic 
City (Traymore Hotel) 

institute on Insurance for Hospitals—May 31- 
June 1; Sen Francisco (Sir Francis Droke 


Hotel) 

Nursing Service Administration Institute—June 
4-8; Denver (Cosmopoliton Hotel) 

Operating Problems for Small Hospitals insti- 
tute-——June 7-8; Lovisville (Seelbach Hote!) 

Medical Record Library Personne! Institute— 
June 11-15; Chicago (University of Chicago) 

Hospital Public Relations Institute—June 18- 
21; Pittsburgh (University of Pittsburgh) 

Hospital Pharmacy Institute—June 18-22; Aus- 
tin (University of Texos) 

Hospital! Accounting ond Business Practices 
institute——June 18-22; Emory University 
(Emory University) 

Hospitel Pharmacy institute—Avugust 20-24; 
Chicago (University of Chicago) 
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JOHN H. HAYES 


No matter how we plan or judge it, 
We rarely come up with a budget 
That works out to the satisfaction 
Of everyone. The prompt reaction 

Is that we underguestimated 
What each department should be 
rated, 

Yet, when the year is nearly ended, 
Where we guessed high they try 
to spend it. 

Oh, no one knows just what a 

drudge it 

Is, this planning of a budget. 

P.S. After writing the above I had 

a tough time of it in having my 

poetic license renewed. 

If there is really such a large 
proportion of the population in 
need of psychiatric attention as 
some experts would have us be- 
lieve, might we not consider that 
to be in need of psychiatric care is 
to be normal? 

I read the following somewhere: 
the neurotic builds castles in the 
air; the psychotic lives in them; 
and the psychiatrist collects the 
rent, 

x* * 

There are so many committees 
today investigating “what's wrong” 
with all sorts of activities in our 
lives, I now suggest a new com- 
mittee, to be called, “The Commit- 
tee to Investigate What's Wrong 
with Investigating Committees.” 

S29 

‘Sfunny. To describe the good 
qualities of a valued employee we 
will say that he works like a horse 
and is as loyal as a dog. 

* ® 

Quite often the first one to dis- 
agree with a consultant’s report 
is another consultant. 

* *« * 

If a pretty girl is like a melody, 
then a lovely disposition is like a 
symphony orchestra. 

*x* 

It has been said that gambling 

will never be fully wiped out until 


they stop selling melons. I'll never 
forget the time I planted canta- 
loupes. They grew large and looked 
wonderful. They tasted so much 
like potatoes we put gravy on 
them. 


2.4 


There is often a desire on the 
part of hospital trustees, adminis- 
trators and doctors to have their 
hospitals grow “big.” In many 
cases the only resulting “bigness” 
is in the difference between income 
and expense. The proof of this is 
shown by per diem costs. The 
larger the hospital, the higher the 
cost per patient day. 

It may be necessary to grow, but 
we must always be aware of what 
growth might mean in higher defi- 
cits. 

Hospitals are not like businesses. 
As businesses grow, the cost per 
unit produced is decreased. This is 
seldom true in hospitals. 

x* * 


More for the MORON’S MEDI- 
CAL LEXICON: 

CLAUSTROPHOBIA — Fear of 
St. Nicholas 

INCISE—Interior measurement 

MELANCHOLIC — Pains after 
eating cantaloupes 

ODONTIA—A question 

PULMOTOR—A tow car 

RHINOSCOPE — An African 
scene 

TIBIA—A country in Africa 

TIC—A clock sound 

VENOUS—A goddess 


SNAKE HOLLOW HOSPITAL 
NOTES: Jake Upshaw skipped 
sending us a donation this year 
because our hospital will receive a 
donation from the Ford Founda- 
tion. Says he bought a Mercury 
instead. 

Roger Updegraff finds himself 
with a hospital bill. He had a 
hospitalization policy in a fly-by- 
night insurance company, but 
learned that his trouble was not 
covered. He fell into an open man- 
hole. 

The superintendent of the hos- 
pital removed the rug from his 
office floor. Too many people com- 
plained that they were being 
“called on the carpet.” 

Now that we are an accredited 
hospital too many people think it 
means that we ought to grant to 
them unlimited credit. 
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Surgel Liquid cuts costs of lubricating jelly materi- 
ally. No waste often encountered with tube prepara. 
tions occurs. Every drop can be used. Free-flowing, 
esthetic in appearance, Surgel Liquid will not clog 
the dispenser tip. And a very small amount lubri- 
cates a large area. 

Surgel Liquid is sterile, too. Each batch is autoclaved. 
And a special ‘‘built-in’’ disinfectant wards off con. 
tamination. 

A true “‘money-saver’’, Surgel Liquid is the choice in 
many hospitals, clinics and physicians’ offices. Write 
for your trial supply. 


SUPPLIED IN PINTS WITH SPECIAL 
DISPENSER; ALSO GALLONS 


PHYSICIANS & HOSPITALS SUPPLY CO. 
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The Case 
of the Offset motor 


An offset eye may mean nothing to you, but 
an offset motor could cut maintenance costs 
for you. 

The exclusive Kent floor machine design cuts 
labor costs up to 18.9% over center-mounted 


ond divided-weight machines. 


KENT EXCLUSIVE FEATURES: 


Offset motor means Balanced Power 


Imperfect balance and torque sidewise pull of the brush moke 
ordinary floor machines hard to operote. Kent's exclusive offset 
motor counterbalances handle weight and minimizes torque . . . 
means less fatigue, faster work. All weight is evenly distributed 
on the revolving brush — longer weer, fewer service problems. 


MAIL 
Kent s famous cleaning team uses a Kent indus. COUPON 
trial vacuum cleaner — for wet or dry pickup. TODAY! 


KE NT Company, inc. 


444 Canal Street, Rome, New York 


Yes, | want to cut maintenance costs! Send full detoils 
on your line of floor machines = vacuums. 


Nome 
Firm Nome 
Address 


City State 


=¢ 
POR HOSPITALS 
* Acid Proof 
Resistont 
* Weterproet 
For ALL “ij : 
| Hospital Beds 
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| 
Bolenced Power... 
“for Floating Power... 
| “cushioned” geors 
Full 
= Only 2 Gears | 
: Fully Enclosed Motor \ 
Slasi \ybricatine no dust, no dampness 
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Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing dings: 1—Services; 2— 
Instruction; 3—Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—-Miscellaneous. 

Transient Rate: Twenty-five cents 
a word; minimum charge $3.50 per 
insertion. 

Contract Rate: Six-point body 
lines, 13 pica columns, $1.15 per 
line; eight-point display lines $1.40 
per line. Five per cent discount for 
six-insertion contracts with no 


change of copy. 


FOR SALE 


For Sale--One pair Scanlan-Morris Model 
A410 twenty-five gallon water sterilizers 
with still, steam operated, high pressure, 
recess mounting type. Cost § 00 new. 
Used only four years. Were working good 
at time of removal. Make a reasonable 
offer to Administrator, St. Luke's Hospital, 
Davenport, lowa 


POSITIONS OPEN 


DIRECTOR OF NURSING: 210-bed gen- 
eral voluntary general hospital with di- 
loma school; expansion and moderniza- 
on program in near future; all approvals 
and all regular services; salary open; at- 
tractive separate residence; total responsi- 
bility for nursing service and school, 
reporti directly to administrator; age 
preferably above 30 and with progressive 
attitude; desire M. A. in Nursing ucation 
or Nursing Administration and 8 years 
suitable experience, including supervision 
and nursing service administration in hos- 
pital with professional school, or reason- 
able equivalent; southern New England. 
Address HOSPITALS, Box G-48 


ASST. CLINICAL INSTRUCTOR: Surgical 
Nursing. 3 year — ee program, approxi- 
mately 240 students. 518 fully accred- 
ited ospital. BS. degree in nursing 
required; experience preferred. Position 
available go Salary commen- 
surate with qualifications. Write Director 
of Nursin ucation, St. Luke's Hospital, 
11311 Shaker Bivd., Cleveland 4, Ohio. 


ASSISTANT DIRECTOR OF NURSING 
EDUCATION for school of nursing with 
enroliment of 70 students. Affilia with 
local college. Bachelor's degree and ex- 
perience in either teaching or nursi 

administration required. Salary dsteguminal 
by Bog of Nurs- 
ing, San Jose Hospital, San Jose, California. 


OBSTETRICAL SUPERVISOR—INSTRUC.- 
TOR. Obstetrical experience desired. de- 
= helpful; 400 bed general volunteer 
ospitail, 40 hour week, pension-group in- 
surance plan; 1 month vacation; omalenee 
benefit plan; accumulated sick leave, ap- 
roved School of Nursing. Intern-Resident 
raining rogram. Interested to arrange 
comparable salary Personne! i- 
rector—Christ Hospital, 2139 Auburn Ave- 
nue, Cincinnati 19, Ohio. 


OPERATING ROOM SUPERVISOR: Posi- 
tion available in modern, well-equipped 
hospital located in heart of Ohio Vacation- 
land. Beginning salary $375 per month for 
well qualified person; good personnel poli- 
cies ositions also available for OPER- 
ATING ROOM SCRUB NURSE. Apply 
Director of Nursing, Good Samaritan ies 
pital, Sandusky, io. 


LIBRARIAN, MEDICAL RECORD~-Regis- 

tered. To assure charge of record room 

135 bed general hospital. 40 hours—s«alar 

open. Contact Miss G. A. Cooper, Woman's 
ital, Cleveland, Ohio. 
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ADMINISTRATORS: (a) Medical; gen’! 
hosp 600 beds affiliated sev med schools: 
exec research & educational program: very 
attractive offer for superior doctor, w/ex- 
tensive adm background. (b) Gen'l vol 
hosp, 250 beds, apprv'd JCAH: lovely res 
town 100,000 short distance large city: E. 
(c) Full chge impor hosp system com- 
priz’g 4 units; req's min 5 yre exper, h 

adm includ’g budgets, financial reports 

dir of personnel; attrac offer; Calif. ‘d) 
JCAH gen’'l hosp 275 beds: lige city, tourist 
resort; SE. (e) Gen'l hosp fairly lige size: 
South America; req's one capable reorgan- 
ize all adm functions; lige city: delightful 
climate. (f) Administrators for new hosps 
of med care organ: pre ram involves 10 
hosps planned with ldness & imagina- 
tion Sens care not cash: capacities, 
50 to beds; either sex, no age limit, 
college degree w/3 yrs trn’g in hosp adm 
or relat hith prog: minimum $12,000 
(g) Gen'l hosp, ds; expansion pro- 
ram; coll town 530,000. SE. (h) Vol gen’! 
osp, 125 beds; vicinity) Los Angeles. (i) 
Gen'l hosp, 100 beds itiating construc- 
tion soon: lovely res town; central. (j) 
New yg’ hosp, 100 beds; W-coast. (k) 
New bed gen'l hosp under construc- 
tion: univ city: MW. (1) Crippled chil- 
dren's hosp, 75 beds now converting to 
pediatric hosp: lige town, univ med center; 
MidS. (m) Asst Adm: gen'l hosp, 700 
beds: city: (n) Adm: new 
gen'l hosp ige size near San Francisco. 


ADMINISTRATORS—-WOMEN: (a) RN 
or non-med; 70 bd apprv'd crippled chil- 
dren's h now converting to gen ped 
hep: lovely univ city; So. (b) RN. or 
non-med; vol gen hosp 50 bds; open soon: 
$8400; San Francisco area. (c) R.N.; mod- 
bd gen hosp; mtn resort twn 


ANESTHETISTS: (a) New hosp bidg. 30 
bds: $550: lake resort twn 5.000: MW. (b) 
vol gen hosp 100 bds; $6000; twn 15,000; 
Alaska. (c) Gen hosp 150 bds; 2 anes in 
dept; to $500; lovely MW coll twn 25,000 


DIETITIANS: (a) Admin; outstand’g 
oppty est & build new dept: 150-bd gen 
hosp just opened, potential 250 bds; ex- 
clusive resid section, Los Angeles. (hb) 
Chief; new diet dept: vol gen ao 175 
bds: to $5000; not too far from o 


DIRECTOR OF NURSES: (a) Nurs serv 
& ed: fully apprv'd gen hosp 350 bds: 
exceptional facil; $6,000, full mtce; ige 
univ city: MidE. (b) Nurs serv & ; 
6) students, 200 staff empl: apprv’d gen 
hosp 300 bds: to $7800; resid suburb. ige 
univ city: EB. (c) Knowl of Span pref: 
new gen hosp 300 bds, plan to est col- 
legiate affil trng sch; about $6000: lovely 
lige city: SW 


EXECUTIVE HOUSEKEEPERS: (a) Full 
exec resp, new. bd gen hosp to open 
fall ‘56: will have outstand’g facil & ulp: 
to $5400: lovely city: So. (b) Gen hosp 
250 bds, affil impor univ ach: excel 
loca; Pac NW. 


FACULTY POSTS: (a) Ed dir: nearly 200 
stud in apprv'd trng sch; 500 bd gen hosp: 
10 instructors on faculty: Los Angeles 
area. (b) Ed dir: coll affill ech, about 300 
stud: full time faculty mbre: bd 
gen hosp: lae city; E. (c) 
coll sch: 250 students: ige hosp: | 


SUPERVISORS: (a) OR: vol gen 4 
apprv’ en hosp, trng sch; twn 
26,00. SE. ic) OR sm gen hosp. apprv'd 
JCAH; $4500; lovely sm twn;: West. 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 
Palmolive Building 
Chicago Illinois 


ADMINISTRATORS: (a) Med: to assume 
adm. & prof. responsibilities, new 400-bed 
hosp. for chronic & infirm. patients; all 
facilities of gen. hosp.: E. (b) Med: well 
qual. med. ed.; important tch'g. hosp.; 
$15-$25,000; ‘c) Vol. gen'l. hosp., 275-bed 
hosp.; city 140,000 near med. center, FE 
(d) Young adm.; new gen. hosp., 30 beds: 
Calif.; (e) Ass't.; 440-bed gen. hosp. affil 
med. school; $6-8000. H3-1-1 


ANESTHETISTS: ia) To complete anes 
staff of 4; new indus. hosp; NW; §600; 
(b) Vol. gen. hosp. 300 beds: coll, town, 
near N.Y.C. (c) emall gen. hosp; Florida: 
$450, extras average $150-$250. H3-1-2 


DIETITIANS: (a) Chief; staff of 10; med. 
center of Atomic Energy Project; to $6000 
(b) New hosp; 250 beds; able organizer 
Calif. (c) Chief & asst; 325-bed gen. hosp. 
attrac. salaries; seashore resort, commuting 
distance, NYC. H3-1-3 


DIRECTORS OF NURSING: (a) Dir., col- 
lege of nursing; 200 students; 300 beds; 
faculty of 12; Pacifie Coast. (b) Associate 
dir.. nursing service; 900-bed univ. hosp.: 
expansion to 1500; excel. opport or 
rowth; SW. ‘c) Dir. school & service: 

-bed hosep.: 175 students; indus. city, 
NW; to § (d) Ase't. dir.; 300-bed air- 
conditioned hosp. operated under Amer 
auspices, foreign country; $12,000. H3-1-4 


EXECUTIVE HOUSEKEEPER: Gen. #0- 
bed hosp., opening Fall 36; key personnel 
desired by June: attrac. salary; historic 
city, So. H3-1-5 


EXECUTIVE PERSONNEL (a) Comp- 
troller: 800-bed gen. hosp; EF. (b) Per- 
sonnel 450-bed tch’g. hosp.; $§4800- 
$6000 increasing to $7500; MW. (c) Pur- 
chasing agent; 200-bed hosp.; coll, twn. 
H3-1-6 


FACULTY POSTS: (a) Ed. dir.; well qual 
faculty; limited teh'¢.; B. tb) 
rofessors. Fundamentals of Nursing, OB, 
— Med-Surg¢.. Ped., newly estab. school 
assoc. med mo $5-$6000, winter resort 
area. (c) OR, 

Latin Amer. (d) Ed. dir., clin. instructors, 
OB: 500-bed hosp.; interesting city, out- 


side U. 8&8. H3-1-7 


& Ped. inetructors, 


RECORD LIBRARIANS: (a) Chief; re- 
organize record depts. in dual hosp. mer- 
ger (800 beds): exceptional; key city, E. 
(b) Chief: ige. & long estab. private pract. 
group; Calif.; min $8000 H3-1-6 


SUPERVISORS: (a) OB; new 40-bed air- 
conditioned unit; #46-bed hosp; to §6000; 
MW. (b) Med., Surg.. Communicable Dis- 
ease. OB: 300-bed air-conditioned hosp. 
operated under Amer. suspices, foreign 
country; $8600-$0200. ‘c) OR 140-bed gen. 
hosp.: resort & univ. city, Tex.; 
(d) new 40-bed hosp.; resort city, 
Filia. H3-1-0 


SHAY MEDICAL AGENCY 
55 East Washington Street 
Chicago 2, Ill. 
Blanche L. Shey, Director 


DIRECTORS OF NURSING: (a) Director 
School of Nursing. East. Prefer MS degree 
but will consider BS plus good experience 
250 bed hospital. $7200. (b) Southwest, 
wo bed hospital: no school of nursing, 
Require good experience in supervisory 
capacit $7200. ‘c) Southeast. 156 

hospital in heart of winter resort area; 
permanent. All graduate staff. $6000. 

t. Middliewest. 425 bed hospi 
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crass VERTISING 


$6000. (e) East. 210 bed 


Weer 100 bed ii 
n process 
ex to 200 Excellent staff. 
nursing school. $7200. 


NURSE (a) Middiewest. 
260 bed tal, $500. 295 bed 
hospital near Pittebur full 
tenance. (cc) Texas. bed hospital in 


a su ully air 
conditi oned” $800. 


MEDICAL RECORD LIBRARIANS: (a) 
Chiet. California. 200 bed hospital in town 
of 25,000. ord room is new with all 
modern facilities. Com mt staff of as- 
sistants. $460. ‘b) Chief. East. 175 bed 
hospital. 3 in record room. (c) East. Teach- 
ing hospital. Unit record system. 2 MRL's 
and 3 7m in dept. $375 up. (d) Chief. 
400 bed tal in historic thern city. 
8 in | (e) Middle West. 130 bed 
hospita summer resort area not too 
far "Chieaao. 3 well trained secre- 
taries in dept. $400 -$450. 


NOTE: We can secure for you, in the 


osp 
rite for an application—a 
ecard will do. All 
strictly confidential. 


POSITIONS OPEN 


LABORATORY TECHNICIANS, male or 
fernale Contact Dr. Kendrick McC ullough, 


he Peninsula General Hospital, Salisbury, 
Maryland. 


LABORATORY TECHNICIAN as Assistant 


and 
ave e 

Creative ‘saleg Salary bonus 


ADMINISTRATOR, Assistant or Busi 
Manager, 50 bed general hospital, located 


in Milwaukee area. Sala 


nicians, Dieti 

ca ~~~ Mail resume, . No 

Agent. Res. RI 7- 


ZINSER PERSONNEL SERVICE 
79 W. Monroe Street 


Chicago 3, 
in DIETITIANS, 
ICIANS, NURSE 
RUCTORS—We can help 


you 


student experience in 
Department bed fully accredited 
ear , approxi- 


Education, St. Luke's H tal, 11311 
Stoker Bir Bivd., Cleveland 4 


ADMINISTRATOR: Medical; Severa! 

years, associate ——— di large 

hospital; associate direc- 
university 


ADMINISTRATOR: 3 years, director, 300 
bed hospital; 3 years, director eneral 
hospital 375 beds: Member, ACHA. 


ADMINISTRATOR: M.B.A. hospital ad- 
min; 2 years, assistant admin, univ hosp, 
800 4 years, administrator, gen'l hosp 
200 beds: any locality; Member, ACHA. 


ADMINISTRATOR: Male RN.; M.P.H. 
(Johns Hopkins: yrs’ adm assistant, 
asset dir, 350 bed teach ees 

directorship, hosps, 100 up te we 


ANESTHESIOLOGIST: 3 years, private 


seeks direc 

locality. passed part I; age 35. 

PATHOLOGIST: Diplomate, 
Clinica! Ba ‘ASCP; 


Anatomy, 
vate 
years, director, pathology, 


RADIOLOGIST: Di 

Therapy and Radium; © 

with ; Doctor of Science in Medi- 

cine; 8 years, professor and director, de- 

partment radiology, important medical 

school its graduate ital; vitally 
interested in oncology; spe- 

claliot of highest 


THE MEDICAL BUREAU 
M. Burneice Lorson—Director 


Palmolive Building 
Chicago 11, IMinois 


ADMINISTRATOR: Medical; MPH (Yale) 
yrs. supt. 1200-bed hosp; 3 
=. adm. ff, lead orga - 
ions in graduate medicine. 
ADMINISTRATOR: Professional nurse; BS 
(Education): MS. ( Adm); 7 yrs 
tchg. exp.: 2 yrs. supt. 50-bed hosp. 


Master's (Hosp. Adm); 
t.. 800-bed univ. hosp; 5 yrs., 


"280-1 bed gen. 
ANESTHESIOLOGIST: Diplomate; two 
yrs, asst anes., univ. hosp; six yrs’ group 
pract. 
COMPTROLLER: Chief accountant & bus. 


800-bed univ. hosp. 

PATHOLOGIST: 5 cen- 
ter; 3 yrs, assoc. path, bed univ. ; 
Diplomate; FA 


PERSONNEL DIRECTOR; M. ot 8 yrs, 
personne! dir., ige tch’g 


RADIOLOGIST; Diplomate eg Thera- 
BY. Radium) ; trained bes isotopes; 4 yrs. 
dir. dept, 200-bed hosp 


POSITIONS WANTED 


PURCHASING AGENT experienced in 
hospital bu or south- 
Kent Address 


Box 
G-50, 


under the following heading: 


Classified Advertising Department 
HOSPITALS, Journal of the American Hospital Association 
18 E. Division St., Chicago 10, Illinois 


Please schedule the following advertisement for the 


issue(s) of HOSPITALS 


or Sale | Services 
ink Positions Open Positions Wanted 
Instruction Wanted 


HOSPITALS, J.A.H.A. 


practice, anesthesiology: 2 years, associate 
220 E. Lexington St., 
in eity Baltimore 2, Maryland 
vi mn new Tech- 
ab immediately. commensurate 
with a Write Director of Nurs- 
a you prefer, the position 
NURSES, graduate; 80-bed hospital; West- 
ern Kentucky; 44-hour week; salary open 
Write for information. mopuine County 
Hospital, Madisonville, Kentucky ee 
Hospital__ 
Address... 
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From the 
Literature 


“Tt is difficult to fail to be impressed 
with a drug which like penicillin, 
cortisone, has an almost accurately pre- 
dictable and unfailing effect, and which 
is capable of revising pathological 
changes of long standing.” 


“It (intramuscular trypsin) is effective 
in extraocular trauma, uveal tract in- 
flammation, in anterior and in some 
posterior chamber hemorrhages of re- 
cent origin.””* 

“A salutary effect on the thrombophle- 
bitic process was elicited. The per pa- 
tient hospital stay averaged 19 plus days 
for those not receiving trypsin, against 
9 plus for those who did receive it.’”* 
Direct anti-edema, anti-inflammatory 
action has many applications in the 
wards, emergency rooms and out- 
patient clinics. 

Advantages of PARENZYME, Intramuscular 
Trypsin: 


e Safe method of administering parenteral 
trypsin; no major side effects; not antico- 
agulant 


@ can be used in conjunction with any other 
therapy prescribed 


@ carly ambulation and return to full activity 


@no metabolic derangements such as often 
occur with other anti-inflammatory agents 


@ known amount of active enzyme is used 
@ tends to enhance use of antibiotic therapy 


Deep laceration left Antibiotics plus 
eyebrow. Penicillin Parenzyme administered. 
administered, condition 24 hours improvement. 
worsened, marked 48 hours eye opened. 
edema, pre-auricular Rapidly healing. 
adenopathy, pain. 


Female diabetic, Parenzyme administered 
72 years old. Peripheral daily. Healing of wileer 
arteritis obliterans, complete. Pain and 
with cellulitis and edema climinated. 
angrenous ulcerations. 

urning pain. 


Time between photos 9 weeks. 


INDICATIONS: The cardinal indication for 
Parenzyme is acute inflammation regardless 
of etiology. 


TRAUMATIC WOUNDS: slow-healing 
wounds, bruises, contusions, black eyes. 


SKIN ULCERS: decubitus, varicose, diabetic. 


VASCULAR DISORDERS: phlebitis, throm- 
bophlebitis, phlebothrombosis. 


OPHTHALMIC; iritis, iridocyclitis, 
chorioretinitis. 


The film, CLINICAL ENZYMOLOGY, is 
available for showing at all hospital meetings 
upon request, 


DOSAGE: 2.5 mg. (0.5 ml.) intragluteally a. 6 h. 
until improvement results; q. 12 h. thereafter. RPC- 
OMMENDED METHOD OF INJECTION: Very 
slowly intragluteally. 


SUPPLIED: 5 ml. multiple-dose vials (5 mg. 
trypsin/mil,) 

REFERENCES: 1. Wildman, P. J. Intramuscular 
Trypsin in the Treatment of Chronic Thrombophle- 
bitis, Angiology, Oct. 1955. 2. Campagna, FP. N. and 
Hopen, J. M., Trypsin in Ocular Disease. Delaware 
State Medical Journal, 77, March 1955. 3. Seligman, 
B. Clinical Experience with Trypsin, Ohio State Medi- 
cal Journal, 51, May 1955. 


PRODUCT oO F ORIGIN A RE Ss E 


HE NATIONAL DRUG COM PAN VY 


= | 
PARENZYME 
_ in HOSPITAL USE 


YUU) annou 
THE NEW M-:-E- 
RECTANGULAR SURGIC L SUPPLY. 


? 
Cc | 
. 
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@ As professional in performance. as they are in 
appecrance, these new “Americans” significantly 
advance the productivity of large capacity 
sterilizers for surgical instruments, bulk 
supplies or flasked solutions. 

With nickel-clad interiors and Monel 
rings, they are completely 
@rmored against rust and corrosion. 
Other exclusively “American” 

features include vacuum drying, 

Cyclomatic Control and the : 
_ new Solution Exhaust Valve. 
Write for catalog C-105. 


@ Remember, too, 
only “American” can give you 
the practical help and 
counsel of 150 

strategically-located 
technical and service 


AMERICAN 
STERILIZER 
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